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Just one incident in the busy day of a 
Visiting Nurse—Dressing an injured 
foot to guard against infection. 


Se is but one of about 16,000 women 
whose days are too short to do all they are 
asked to do and indeed eager to do, in ac- 
cordance with the doctor’s orders, for those 
who need their skillful and sympathetic care 
and direction in hygiene. 


Looking for no praise, this Visiting Nurse 
turned in her report for a single day. From 
early morning until late afternoon every 
minute was occupied. But there was no 
place in her record for her own energy, tact, 
courage and resourcefulness, or for fatigue, 
climbing dark stairs, constant drain on sym- 
pathy for acute suffering or lost hope. 


Her appointments, which averaged about 
an hour each, began with a call on Mrs. 
Schmidt —an enema for intestinal distur- 
bance, as ordered by doctor. Then Tim 
Kelly—tlobar pneumonia. Next,Mrs. Jacobs 
and new baby. John Hopkins—infected leg. 
Audrey Cohen next—under doctor’s orders, 
gave insulin injection for diabetes. Mrs. 
Marziotti—prenatal care. Mr. Simmons— 
a chronic invalid: paralysis. Finally, Lucy 
Carleton—diphtheria: assisted the doctor in 
immunizing the other children; arranged 


home for communicable disease isolation. ” Aa 


The Visiting Nurse Service is one of 
America’s distinguished contributions to the 
health movement of the world and has been 
adopted in other countries. Here it is sup- 
ported by patients whose payments are sup- 
plemented by those of organizations that 
recognize the vast importance of this work 
which includes education in health. The 
Visiting Nurse whole-heartedly extends to 
each patient the benefit of her expert training. — 


The wage-earner who cannot stay at home 


when there is illness in the family, but who | 


can afford the part-time service of a Visiting 
Nurse, goes to work with a lighter heart 
knowing that she will call at a definite time 
to do what is required. When possible the 
Visiting Nurse teaches some member of the 
family how to give/ bedside care before she 
hurries on to her next patient. 


Through your telephone book or your doc- 
tor, you can find out whether or not there 
isa Visiting Nurse Service in your neighbor- 
hood. These trained graduate nurses are on 
call in more than 6,000 cities and towns in 
the United States. The bedside care given 
by them may help turn a serious illness to 
full recovery of health and strength. 
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METROPOLITAN LIFE™ INSURANCE COMPANY 


FREDERICK H. ECKER, PRESIDENT ONE MADISON AYES New York, N. Y 
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FIRST AID to the Family Pocket-book 


Your Doctor of Family Finances Ys Speaking: 


“My friends, the job a woman has to master when she runs her 
home economically would overwhelm most men. As manager and 
purchasing agent for her family, she can save large sums in a year 
by careful buymanship, providing she has the information necessary 
to avoid hit-and-miss experimentation. Her greatest opportunity cen- 
ters around buying for the three meals a day. More of the average 
family budget is spent for food than for any other requirement. 


“We have brought together in our Better Buymanship bulletins the 
fundamental guides to economical buying of food. We hope this in- 
formation will simplify the purchasing agent’s job and pay the fam- 
ily dividends in both satisfaction and money.” 


BETTER BUYMANSHIP 


These twelve bulletins are shoppers’ guides. Each one gives detailed information on the points to look for in 
purchasing a given commodity, to be sure it is a ‘good buy.” 


They will be sent on receipt of a 3-cent stamp for each copy ordered, or 30 cents in stamps for the complete set. 
(A special rate of a penny a copy is made to study groups if an order of 15 or more copies is sent in one 
package.) 


1. Poultry, Eggs, Fresh Fruits and 4. Shoes and Silk Stockings 8. Furs 


Vegetables 5. Silk, Rayon and Other Syn- 9. Wool Clothing 
2. Sheets and Pillow Cases, Blan- hatielkioers AONE or Gorrie 


kets, Table Linen, Bath 
aie s aS an Ata att 6. Meats : 11. Dairy Products 
3. Canned Fruits and Vegetables 7. Kitchen Utensils 12. Cosmetics 


MONEY MANAGEMENT FOR HOUSEHOLDS 


Would you like to make a thoroughly satisfactory spending plan for 1935? Let us send you this booklet which shows how to make 
a budget that will work, because it will be made to fit your income and your individual financial problems. There is no charge for 
this booklet, nor for the personal help in making your budget which we will give you if you request it. 


MARRYING ON A SMALL INCOME THE HOUSEHOLD LOAN PLAN 


If you are wondering whether you can afford to marry, and This booklet explains Household’s loan service which is avail- 
how much it will cost to set up housekeeping, ask for this able to you in 110 cities as a means of meeting financial 
practical booklet which explains just what equipment you will emergencies which may demand more immediate cash than 
need and how to estimate its cost. This will be sent free to all even your well managed income can provide. This also is a 
who are interested. free booklet. 


Literature edited by: 
BURR BLACKBURN, Research Director BERNICE DODGE, Home Economist 
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AMERICANS get more 
out of the telephone than any other 
people in the world. 

Partly it is because we still have 
the pioneer qualities. We are rest- 
less, inquisitive, ambitious, sociable, 
ingenious, enterprising. The tele- 
phone is adapted to us and we are 
adapted to the telephone. But an- 
other reason why the average Ameri- 
can uses the telephone more is that 
there are more telephones to use — 
more than thirteen million in the Bell 
System alone. And the service is 
better. 

There are few persons in this coun- 


try so isolated that the telephone can- 
not find them. Because everybody 
knows this, the telephone is kept busy 
and everybody gets more out of it. 
Your telephone grows in value the 


more you use it—the more you rely 
on it to help you through the day’s 


activities. 


More than 57,000,000 conversations a day 
are held over Bell System wires. It takes 
a telephone system of great size to render 
quick, reliable service to a great nation. 


BELL TELEPHONE SYSTEM 
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THE -GISHOE IT 


HE past year has brought a turn in the road in both public and 

professional thinking on the economic issues of health. Fortified by 

the facts of past studies and spurred by hard times, we are moving 
forward to practical planning for health in terms of the will to security 
of which Frances Perkins, the secretary of labor, and chairman of 
the President’s Committee on Economic Security, writes (page 620.) 
This special number, edited by Mary Ross, finds health a major item 
on our social agenda for 1935 It carried forward the sequence of 
Survey Graphic’s interpretation and challenge in this field, which in- 
cludes the ground-breaking articles of Michael M. Davis in 1927, 
the first full-length factual consideration of this subject of which we 
know in a general magazine; a special issue in January 1930, The Costs 
.of Health; subsequent articles reporting and interpreting the studies of 
the Committee on the Costs of Medical Care, including the semi-special 
issue of December 1932 led by Dr. Haven Emerson’s Medical Care for 
All of Us; and seven articles in issues of the current year. 


HARD times have brought to a head troubles we long have known: 
what the present means in terms of need, proposal and clashing 
opinion is sketched in outline (page 581) by Mary Ross. 


AN economist with a special interest in consumers, WILLIAM TRUFANT 
Foster, director of the Pollak Foundation for Economic Research, 
denies any profession’s right to dictate terms to consumers. 


ee M. MERRIMAN (page 590) watches the public’s viewpoint as 

city editor of the Pasadena (Calif.) Post. Mr. Merriman’s article is 
based on a paper given before the California Conference of Social Work 
at San Diego in May 1934. 


Nig B. VAN ETTEN, M.D. (page 593) is vice-speaker of the 
House of Delegates of the American Medical Association. 


De REXWALD BROWN, surgeon, writes (page 595) of the satis- 

factions that he and his associates have found in group medicine 
in a California city. Dr. Brown is one of the Medical advisors of the 
Committee on Economic Security. 


iz. MEDICAL LEAGUE for Socialized Medicine, of which Dr. 

Josepu SLavit, its chairman, writes (page 596), includes more than 
one thousand physicians in the New York City area and is organizing 
divisions elsewhere. 


Biase B. PALMER, D.D.S., is an oral surgeon and was president 
in 1934 of the American College of Dentists (page 598.) 


AST-PRESIDENT of the National League of Nursing Education 
and Associate Professor of Nursing Education at Teachers College, 
EvizaBetH C. Burcess (page 600) discusses the nurses’ situation. 


R. N. W. FAXON is director of the Strong Memorial Hospital in 
Rochester, N. Y. and has been 1934 president of the American 
Hospital Association (page 604.) 


ERCHANT and economist, Eowarp A. FitEne tells (page 606) the 

experiences which led to the position he has taken in health mat- 

ters as president of William Filene’s Sons Company in Boston and as 
founder and president of the Twentieth Century Fund. 


C= A. WINSLOW (page 610) is professor of public health at the 
Yale School of Medicine, a member of the Public Health Council 
of the State of Connecticut and chairman of the Committee on Ad- 
ministrative Practice of the American Public Health Association. 


AS secretary of the Michigan State Medical Society, Dr. FREDERICK 
C. Warnsuuts shared in the planning of which he writes on page 
614. He is nowsecretary of the California State Medical Association. 


De R. G. LELAND (page 615) is director of the Bureau of Medical 
Economics of the American Medical Association. 


Mae M. DAVIS is director for medical services of the Julius 
Rosenwald Fund (page 617.) 
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BY MARY ROSS 


HALL we plow under every third hospital bed, asks a 
sharp editorial in the Philadelphia Record, commenting 
on the picture of half-empty private hospitals presented 

at the recent meeting of the American Hospital Association 
in that city. Perhaps, in the spirit of the times, one might add, 
Shall we colonize our half-employed doctors and nurses in 
Alaska? Or set them up on subsistence homesteads? 

Such an editorial is one of many straws in a strong wind 
that is blowing i in the direction of practical action. Pressure 
of public opinion and of circumstance is evidenced by the 
formulations of policy quoted on succeeding pages that have 
appeared in rapid succession from one important profes- 
sional association after another. Voluntary arrangements 
for group insurance against hospital costs have grown by 
leaps and bounds during the past year, for reasons which 
Dr. Faxon points out on page 604 of this number. In some 
parts of the country similar voluntary plans for physicians’ 
services also have made a thriving start. (See Survey 
Graphic, April 1934, p. 163, Change Comes to the Doctor, 
by Michael M. Davis and this issue, page 614, Michigan 
Makes Ready, by Frederick C. Warnshuis, M.D.) The 
report of the Committee on the Grading of Nursing Schools 
brought recommendations for greater organization of that 
profession’s services. Within a few wecks a legislative com- 
mission in California will bring in a report and presumably 
a bill on health insurance. The American Association for 
Social Security is drafting and will urge a model bill for 
compulsory state health insurance. With President Roose- 
velt’s message last June, security in health became an issue 
of national policy. 

It is being construed also as an issue of politics. In a pre- 
election editorial entitled The Doctor and the Legislator, 
the Journal of the American Medical Association warned 
its readers to scrutinize carefully the view of the legislators 
they intended to support at the polls and to keep them 
steadily informed of their “‘feelings.” ‘“‘The time has 
come,”’ the article declared, ‘“‘when it is desirable for every 
man to express himself definitely by the ballot and in other 
ways on the nature of our government.’ At the same 
time a bulletin signed by the secretary of the Association, 
Dr. Olin West, went out to secretaries of the state and terri- 
torial medical associations and editors of state medical 
journals, declaring, ‘‘Since the American Medical Associa- 
tion and many of its constituent medical associations have 
gone on record in opposition to sickness insurance, it is ex- 


tremely desirable that the views of the organized medical 
profession should be made known to members of Congress 
and to candidates for re-election.” 

Commenting on that bulletin the New England Journal 
of Medicine declared editorially: ‘““Even though . . . the 
opposition of the American Medical dhe rags to Pete 
insurance is affirmed, it must be realized that the general 
public is becoming ene interested in health imsur- 
ance and groups of medical men are studying the subject 
with care. . . . The strange feature of the situation is that 
doctors have seemed to be willing to wait for others to put 
into operation regulations governing medical practice in the 
face of the history of other countries.” 


ENGTHS to which “feeling” runs among some medical 
groups may be seen in the editorial exhortation of The 
Journal of the Indiana State Medical Association: 


Let us inquiringly search out the legislative mesquite and the 
administrative underbrush and unmistakably brand with blackball 
votes this coming fall those mavericks whom we have reason to 
suspect of long-haired theories and pop-eyed reforms as regards 
goose-stepping the medical profession. Politely, yet firmly in- 
sistent, let us present the wool-gatherers with one-way tickets to 
their farms and forges and ribbon-counters and trash-littered 
desks and dust-covered law books. Otherwise, in their guinea- 
pig-o-mania, they will march our ideals and idealisms, one by one, 
single file, up that long, last hill for crucifixion. Once these have 
been nailed to the cross, then, indeed, will it be too late for us to seek 
the wailing-wall of remorse. . . . The merely gold-washed chains 
of ward-heeler serfdom await the medical profession if organized 
medicine slumbers. 


On the other hand from the state where social action 
apparently is most imminent, there comes commonsense as 
well as alarm. Among other eminent physicians writing 
in the Western Hospital Review in a symposium sympathetic 
to compulsory health insurance, Dr. Ray Lyman Wilbur, 
a member of President Hoover’s Cabinet, asks, ‘“‘Does it 
make any real difference to the doctor whether his payments | 
come from collective savings rather than from the pocket of 
a patient, who has usually, through illness, lost his earning 
power? I have hopes,” Dr. Wilbur continues, “that a con- 
sistent and intelligent discussion of the health insurance 
problem here in California will lead to its trial. . . .” 

When doctors so disagree it is little wonder that the rest 
of us are confused as to what is at stake. The issue is health. 
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THE AMERICAN MEDICAL ASSOCIATION: 


1. All features of medical service in any method of medical 
practice should be under the control of the medical profession. 
No other body or individual is legally or educationally equipped 
to exercise such control. 

2. No third party must be permitted to come between the pa- 
tient and his physician in any medical relation. All responsibility 
for the character of medical service must be borne by the profes- 
sion. 

3. Patients must have absolute freedom to choose a legally 
qualified doctor of medicine who will serve them from among all 
those qualified to practice and who are willing to give service. 


4. The method of giving the service must retain a permanent, 
confidential relation between the patient and a ‘‘family physician.” 
This relation must be the fundamental and dominating feature of 
any system. 

5. All medical phases of all institutions involved in the medical 
service should be under professional control, it being understood 
that hospital service and medical service should be considered 
separately. These institutions are but expansions of the equip- 
ment of the physician. He is the only one whom the laws of all 
nations recognize as competent to use them in the delivery of 
service. The medical profession alone can determine the ade- 
quacy and character of such institutions. Their value depends on 
their operation according to medical standards. 

6. However the cost of medical service may be distributed, the 
immediate cost should be borne by the patient able to pay at 
the time the service is rendered. 

7. Medical service must have no connection with any cash 
benefits. 

8. Any form of medical service should include within its scope 
all qualified physicians of the locality covered by its operation 
who wish to give service under the conditions established. 

9. Systems for the relief of low-income classes should be 
limited strictly to those below the ‘‘comfort level’ standard of 
incomes. 

10. There should be no restrictions on treatment or prescrib- 
ing not formulated and enforced by the organized medical 
profession. 

Adopted by the House of Delegates, June 12, 1934. 


The end is that the greatest attainable measure of health be 
accessible to every American. Economic arrangements are 
important only as they serve or impede that end. They can- 
not help but be important to a people among whom, at their 
1929 richest, three family incomes out of five were below 
the ‘“‘health and decency”’ level. 

Social insurance is one device among several to bring 
desirable social ends within reach of those who otherwise 
cannot attain them. This is the postulate on which is based 
the thinking of the Cabinet Committee on Economic Se- 
curity, discussed elsewhere in these pages by its chairman, 
Frances Perkins, secretary of labor. Health insurance is one 
of a number of methods which that Committee is consider- 
ing as ways of obtaining security not only against the costs 
of sickness but more importantly against sickness itself. 
Health insurance makes medical services accessible to the 
great middle group of the population by spreading the costs 
over groups of people and periods of time. In our dealing 
with mass unemployment we handled in another way the 
handicaps of people who have no money at all: by declaring 
that public funds may be used to pay for the services of 
doctors, dentists and nurses as they are used for other basic 


needs such as food and shelter, governmental policy under . 


FERA Rules and Regulations No. 7 extends machinery to 
realize our ancient ideal that the sick poor must have care. 
Miss Perkins points out that consideration must be given 
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also to ways of extending public-health services which al- © 
ready we have accepted as a field for collective responsibility — 
and support. Though we have ample evidence that public ~ 
health has more than paid for itself in life and in money — 
saved (see page 610, Can Health Be Bought? by C.-E. A. — 
Winslow,) the actual use made of our knowledge is spotty | 
and meager. Even in good times and especially in hard — 
times and in the poorer states and communities, many ~ 
public-health programs are a mockery. 

Discussing health-planning as an integrated national aim 
John A. Kingsbury, secretary of the Milbank Memorial 
Fund, declared a year ago (see Survey Midmonthly, 
November 1933, p. 373): 


No further great advance in the conservation of health can be ~ 
accomplished unless and until the concept of public health is broad ~ 
enough to include not merely a limited number of protective meas- 
ures such as the control of communicable diseases, but all preventive 
and curative medicine and education in hygiene, as well as efforts 
to increase the economic security of the people. . . . These services 
—preventive and curative—should be made available to al] classes 
of the population and all communities, not merely to the rich and 
the indigent, not only in some localities or some areas. By whatever 
means that are most effective and acceptable, the services of pri- 
vate physicians and institutions should be coordinated with those 
of public health and welfare agencies.” 


oa alamo) recat oe! 


It is in such a sense that health is an issue which challenges 
the American people with new force. 

Different viewpoints evoked by that challenge are repre- 
sented among the articles in this number of Survey Graphic. — 
Within the professions concerned with medical services, as 
among the public, there are advocates of state medicine, of 
health insurance in one form or another, of continued reli- 
ance on the present financial relationship between the fam- 
ily and their physician. Both in public and professional state- 
ments there has been a tendency to dub as “‘state medicine”’ 
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THE AMERICAN DENTAL ASSOCIATION: 


1. In all conferences that may lead to the formation of a plan 
relative to this subject, there must be participation by authorized 
dental representatives. 

2. The plans should provide dental care for indigents and 
needy children. 

3. The plans should give careful consideration to the needs of 
the people, the obligation to the taxpayer and the interests of the 
profession. 

4. The plans should be flexible so as to be adaptable to local 
conditions. 

5. There must be complete exclusion of proprietary or profit- 
making agencies. 

6. All features of dental service in any method of dental 
practice shall be under the control of the dental profession, as no 
other body or individual is educationally equipped to exercise 
such control. 

7. All legally licensed dentists of a locality should be eligible 
to serve under such regulations as may be adopted. 

8. Persons eligible to such service should be free to choose 
their dentist from the list of those who have agreed to furnish serv- 
ice under the adopted regulations. 

9. Freedom of practitioners to accept or reject patients and 
freedom of all persons, who so prefer, to obtain dental service 
other than that provided by such plans, must be assured. 

10. An adequate program should be provided for public edu- 
cation on the need of and the opportunities for dental care. 
Adopted unanimously by the House of Delegates, August 9, 
1934. 
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THE COMMITTEE ON THE COSTS OF MEDICAL CARE: 


1. The Committee recommends that medical service, both preven- 
tive and therapeutic, should be furnished largely by organized groups 
of physicians, dentists, nurses, pharmacists and other associated per- 
sonnel. Such groups should be organized, preferably around a hospi- 
tal, for rendering complete home, office and hospital care. The form 
of organization should encourage the maintenance of high standards 
and the development or preservation of a personal relation between 
patient and physician. 


2. The Committee recommends the extension of all basic public- 
health services—whether provided by governmental or non-govern- 
mental agencies—so that they will be available to the entire popula- 
tion according to its needs. This extension requires primarily increased 
financial support for official health departments and full-time trained 
health officers whose tenure is dependent only upon professional and 
administrative competence. 


3. The Committee recommends that the costs of medical care be 
placed on a group payment basis, through the use of insurance, 
through the use of taxation, or through the use of both these methods. 
This is not meant to preclude the continuation of medical service 
provided on an individual fee basis for those who prefer the present 
method. Cash benefits, i.e., compensation for wage-loss due to illness, 
if and when provided, should be separate from medical services. 


anything which differs from the customary system of paying 
the practitioner for the care he renders in time of sickness. 
As Michael M. Davis declares (p. 617) these two are not 
necessarily the same. All the major countries of Europe have 
some form of compulsory health insurance; only one— 
Russia—has state medicine in the precise sense of a general 
medical service salaried by and responsible to the state. 
We ourselves have “‘state medicine” in some commonplace 
and accepted guises: we have it in more than 1700 govern- 
mental hospitals that afford practically all of the care of 
mental illness in this country, much of that of tuberculosis 
and a growing amount in other fields; we have it in the health 
departments concerned with control of milk and water 
supplies, control, and sometimes care, of communicable dis- 
eases; and in the provision, if you will, that makes the state 
the judge of the qualifications of any person to practise 
medicine for pay. 


HE American situation which calls for action is summed 

up in possibly the most complete body of facts that we 
have for any social question: the undisputed findings of the 
Committee on the Costs of Medical Care. (See Survey 
Graphic, December 1932, p. 629, Medical Care For All of 
Us, by Haven Emerson, and March 1933, p. 143, Shall We 
Afford Health? by Mary Ross.) Demands for such a study 
made themselves effective in our boom period and the facts 
in general showed us at our best. It was a bad best. The find- 
ings showed that in a given year two out of five of us had no 
contact at all with the professions which serve health; that 
when care was obtained, the amount often was grossly inade- 
quate; that incomes of doctors, dentists and nurses were in 
general as uncertain and inadequate as were the services 
patients received. They showed among our people a dead- 
weight of illness which could be prevented or alleviated by 
known and tested measures. They showed, moreover, that 
use of those measures was sharply limited by inability to buy 
medical services under the available methods of purchase. 

The charts on page 587 summarize some of the lack of 
care disclosed by the Committee’s studies. Lack of care 
went hand in hand with lack of income. All our medical 
philanthropy—public, private and professional—had made 
hardly a start toward supplying what the poor lacked 


4. The Committee recommends that the study, evaluation and co- 
ordination of medical service be considered important functions for 
every state and local community, that agencies be formed to exercise 
these functions, and that the coordination of rural with urban services 
receive special care. 

5. In the field of professional education the Committee makes the 
following recommendations: (a) That the training of physicians give 
increasing emphasis to the teaching of health and the prevention of 
disease; that more effective efforts be made to provide trained health 
officers; that the social aspects of medical practice receive greater at- 
tention; that specialties be restricted to those specially qualified; and 
that postgraduate educational opportunities be increased; (b) that 
dental students receive a broader educational background; (c) that 
pharmaceutical education place more stress on the pharmacist’s re- 
sponsibilities and opportunities for public service; (d) that nursing 
education be thoroughly remoulded to provide well-educated and 
well-qualified registered nurses; (e) that less thoroughly trained but 
competent nursing aids or attendants be provided; (fF) that adequate 
training for nurse-midwives be provided; and (g) that opportunities be 
offered for the systematic training of hospital and clinic administrators. 

Adopted October 31, 1932. 


because of their poverty. In spite of philanthropy and exist- 
ing public provisions, the poorest actually spent a larger 
percentage of their meager incomes for medical services 
than was spent by any higher-income group. All, even the 
well-to-do, had wholly inadequate amounts of medical serv- 
ice according to the standards set by physicians of this study. 
This failure may be due to their ignorance or inapprecia- 


THE COMMITTEE ON THE COSTS OF MEDICAL 
CARE—The Minority Report: 


1. That government competition in the practice of medicine be 
discontinued and that its activities be restricted (a) to the care of 
the indigent and of those patients with diseases which can be cared 
for only in governmental institutions; (6) to the promotion of 
public health; (c) to the support of the medical departments of 
the Army and Navy, Coast and Geodetic Survey, and other 
government services which cannot because of their nature or 
location be served by the general medical profession; and (d) to 
the care of veterans suffering from bona fide service-connected 
disabilities and diseases, except in the case of tuberculosis and 
nervous and mental diseases. 


2. That government care of the indigent be expanded with the 
ultimate object of relieving the medical profession of this burden. 


3. That the study, evaluation and coordination of medical serv- 
ice be considered important functions for every state and local 
community, that agencies be formed to exercise these functions, 
and that the coordination of rural with urban services receive spe- 
cial attention. 


4. That united attempts be made to restore the general practi- 
tioner to the central place in medical practice. 


5. That the corporate practice of medicine, financed through 
intermediary agencies be vigorously and persistently opposed as 
being economically wasteful, inimical to a continued and sus- 
tained high quality of medical care, or unfair exploitation of the 
medical profession. 


6. That methods be given careful trial which can rightly be 
fitted into our present institutions and agencies without interfer- 
ing with the fundamentals of medical practice. 


7. The development by state or county medical societies of 
plans for medical care. [In formulating principles for such plans, 
the minority declared, ‘‘We are not opposed to insurance but 
only to the abuses that have practically always accompanied in- 
surance medicine." 


Adopted October 31, 1932. 
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COMMITTEE ON ECONOMICS, CANADIAN MEDICAL ASSOCIATION: 


1. That, in the provinces where state health insurance is established, 
it be administered by the departments of public health (whether or 
not under a Commission) in order to co-ordinate the organized pre- 
ventive and curative medical services. 


2. That a Central Health Insurance Board and Local Insurance 
Boards be appointed, representative of all interested, to advise the 
responsible administrative authority. 


3. That the professional side of health insurance medical service 
be the responsibility of the organized medical profession through 
the appointment, by the medical societies, of a Central Medical 
Services Committee and Local Medical Services Committees to con- 
sider and advise on all questions affecting the administration of the 
medical benefit. 


4. That local areas for health insurance administration correspond 
to urban municipalities and rural health unit areas. 


5. That the whole province be served by adequate departments of 
public health, organized on the basis of provision of individual health 
supervision by the health insurance general practitioner. 


6. That there be a State Health Insurance Fund, provincially con- 
trolled, and that “Regional Officers,’ to act as supervisors and refer- 
ees, be appointed, paid and controlled by the provincial department 
of Public Health. 


7. That medical care for indigents be provided under the Plan, the 
State to pay the premiums of the indigent, who then receive medical 
care under exactly the same conditions as the insured person. 

8. That the Plan be compulsory for persons, with dependents, 


having an income of less than $2500 per annum; and for persons, 
without dependents, having an income of $1200 and less per annum. 


9. That the dependents of insured persons be eligible for the 
medical benefit. 


From the plan submitted by the Committee, June 18-22, 1934, and now before the Association. 


tion of medical services. In any case it showed that all was 
not well with medical care in our economic heyday, from 
the point of view of either patient or profession. 

Probably the most glaring inadequacy for all classes lay 
in the use of health examinations, which give a chance for 
prevention of illness or early care when the chance for cure 
is greatest. Whether that failure is viewed primarily as a 
problem in economics or education, one must consider the 
view of some practising physicians, among them a contributor 
to this issue, Dr. Rexwald Brown (p. 595) that prevention of 
illness is not likely to be widely practised until there ceases 
to be a penalty for consulting the doctor and a vague dread 
of further costs that examination may find necessary. 


HE measures of ‘‘adequacy” used in that study and sum- 

marized in the charts assumed that the need for medical 
services was the same in all classes of the population. Reports 
issued this past year cast grave doubt on that assumption, 
suggesting that need for care actually is far greater in the 
lower-income groups. The first of these reports was a study 
of income and illness among 15,000 families in ten cities, 
made by the United States Public Health Service in col- 
laboration with the Milbank Memorial Fund. This study 
showed that the poorer the families, the higher was the rate 
of disabling illness among them. 

Partnership of sickness and poverty appears even more 
grimly in a study recently made by Jessamine Whitney, 
statistician of the National Tuberculosis Association (Death- 
rates by Occupation. National Tuberculosis Association), 
which gives us for the first time evidence of the differing 
weights with which death bears on different economic classes 
in this country. This analysis of 1930 Census data shows that 
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. oath.” The recent meeting of the American College of Sur- 
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10. That there be offered, on a voluntary basis, to those with in- 
comes above the health insurance level, Hospital Care Insurance, and 
that this be administered as part of the State Health Insurance Plan. 


11. That the only benefit under the Plan be the medical benefit. 
12. That the medical benefit be organized as follows: 


(a) Every qualified licensed practitioner to be eligible to practise 
under the Plan; 


(6) The insured person to have freedom of choice of general prac- 
titioner; 

(c) The medical service to be based upon making available to all 
a general practitioner service for health supervision and the treatment 
of disease; 

(d) Additional services to be secured normally through the gen- 
eral practitioner: (1) Specialist and consultant medical service (only 
those so designated to be eligible to practise as specialist and con- 
sultant); (2) Visiting-nurse service in the home; (3) Hospital care; (4) 
Auxiliary services—usually in hospital, (5) Pharmaceutical service. 

(e) Dental service, arranged direct with dentist or upon reference. 


13. That the Insurance Fund should receive contributions from the 
insured, the employers of the insured, and the state. 


14. That the medical practitioners of each local area be remuner- 
ated according to the method of payment which they select. 


15. That the Central Medical Services Committee decide the rela- 
tionship between specialist and general practitioner fees, and be- 
tween medical and surgical fees. 


16. That contract-salary service be limited to areas with a popula- 
tion insufficient to maintain a general practitioner in the area without 
additional support from the Insurance Fund. 


17. That no economic barrier be imposed between doctor and 
patient, but that the insured be required to pay a part of the cost of 
medicines. 


while the deathrate among all gainfully occupied men aged 
15-64 was 8.7 per 1000, death fell almost twice as heavily 
on unskilled workers, with a rate of 13.1, as upon professional 
men and business executives, for whom the rates were 7 and 
7.4 respectively. The contrast between economic classes was — 
true for all age groups, even for youngsters of 15-24. The 
causes of death which showed the greatest contrast between ~ 
classes were tuberculosis, pneumonia and accidents; many — 
others, including heart disease, cancer, and nephritis played a 
part. Behind each of those deaths lay illness, sometimes pre- 
ventible or curable, sometimes prolonged and necessarily © 
costly. The added measure with which illness fell on the 
people with the smallest earnings makes even more pitiable ~ 
the amount of care that such families receive. In discussing _ 
these figures, Rollo H. Britten, senior statistician of the 
Office of Industrial Hygiene and Sanitation, United States 
Public Health Service, points/out (Public Health Reports, — 
Vol. 49, No. 38, p. 1101) that the difference between classes 4 
is far greater in this country than that shown by similar 
figures for England. 

The professions which seek to prevent illness and death | 
find themselves hindered by inability of people to reach | 
means of care. A few months ago the New York State 
Commissioner of Health, Dr. Thomas Parran, Jr., declared 
that economic factors, among others, lie behind our failure, 
to lessen maternal deaths in childbearing and declared that — ; 
the costs of medical, hospital and nursing care at childbirth, | 
paid by public funds, must be put on ‘‘the basis of medical 
need rather than be menuned by the yardstick of a pauper’s i 


geons in Boston heard the insistence of eminent cancer spe- | 
cialists that there must be more and better medical care if — 
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THE AMERICAN COLLEGE OF SURGEONS: 


1. The American College of Surgeons affirms its interest and its 
desire to co-operate with other agencies looking toward the provi- 
sion of more adequate medical service to the whole community. 


2. The College believes that it is the duty of the medical profes- 
sion to assume leadership in this movement and to take control of all 
measures directed to this end. 


3. Encouragement should be given to the trial of new methods of 
practice designed to meet these needs, and a careful evaluation of 
their success should be the duty of the medical profession before 
they are offered for general adoption. All such new and experimental 
methods of practice must be conducted strictly in accordance with 
the accepted code of ethics of the medical profession in order that 
the interests of the patient and of the community may be protected. 


4. The College recognizes for immediate study four groups of the 
population for whom more adequate medical service should be made 
available, as follows: a. The indigent; b. The uneducated and credu- 
lous members of the community; c. Those who because of limited 
resources are unable, unaided, to meet the costs of serious illness and 
hospitalization; d. Those living in remote districts where adequate 
medical service is not obtainable. 


5. The care of the indigent sick should be a direct obligation upon 
the community and (unless otherwise compensated by intangible 
benefits such as staff and teaching appointments, opportunity and 
experience) physicians fulfilling this public service should receive 
remuneration. 


6. The College should work in co-operation with other medical 
groups in order to dispel the ignorance and credulity of the public, 
and to bring the people to a proper realization of the protective and 
curative resources of modern medicine. 


7. The American College of Surgeons recognizes that the periodic 
pre-payment plan providing for the costs of medical care of illness and 
injury of individuals and of families of moderate means offers a 
reasonable expectation of providing them with more effective meth- 
ods of securing adequate medical service. . . . 

Periodic pre-payment plans providing for the costs of medical 


people—and especially the poorer people—are to be reached 
in time to be saved from cancer. A study of school health 
examinations sponsored by a distinguished advisory com- 
mittee of physicians and public health workers and pub- 
lished by the American Child Health Association (Physical 
Defects: The Pathway to Correction) declares that our 
‘ideal’? of an annual physical examination for every school 
child has failed—because we lack the means—through paid 
services of public clinics or private physicians—to get atten- 
tion for the bad teeth and tonsils, hearing and eyesight, that 
such examinations disclose. 

In this pass, the report advised that the ideal be put in 
abeyance. ‘‘.. . in trying to achieve it with the most meager 
equipment we have brought about over the country gener- 
ally a widespread system of cursory and superficial medical 
inspection. . . . We need to adjust volume to the follow-up 
and corrective facilities available.’ What is the ‘““meager 
equipment?” Not the tens of thousands of doctors and den- 
tists and nurses whose idleness is no reflection of their desire 
to serve or their skill to do so. Nor the private hospitals 
whose beds are empty. In the big cities, with which that re- 
port primarily is concerned, we have a surfeit of idle people 
and facilities to give what those children need. Meagerness 
lies only in the breakdown of methods for paying. 


WO authors in this issue point out that such a situation is 
analogous to what confronts us in other departments of 
| life: some Americans are hungry or ill-fed and many are 
_ inadequately housed and clothed in spite of the surplus of 
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service may be divided into two classes: a. Payment for medical 
service; b. Payment for hospitalization. Plans for the payment of 
hospitalization alone (class 6) without provision for payment for 
medical service, may be considered the first project to be undertaken 
in the average community. 

The American College of Surgeons believes that certain general 
principles can and should be established, the observance of which 
will tend to obviate known difficulties and dangers which'may threaten 
the success of these special forms of medical service: 

a. Periodic pre-payment plans for medical service should be free 
from the intervention of commercial intermediary organizations oper- 
ating for profit. . 

b. In the interest of the patient, the organization of plans for the 
periodic payment of medical and hospital costs must be under the 
control of the medical profession. The medical profession must act 
in concert with the hospitals and such other allied services as may be 
involved in the individual project, together with a group of citizens 
representative of the whole community and of industry who are inter- 
ested in the successful operation of the plan. 

c. The principle of free choice of the physician and hospital by 
the patient must be assured to the end that the responsibility of the 
individual physician to the individual patient shall always be main- 
tained... . 

d. The compensation of the physician and of the hospital should 
be estimated with due regard to the resources available in the periodic 
payment fund and should be based upon the specific services ren- 
dered. 

e. The organization and operation of any plan of this type must be 
free from any features not in accordance with the code of ethics of 
the medical profession. . . . 

f. The medical organizations participating in such a plan must as- 
sume the responsibility for the quality of service rendered. 

8. Periodic pre-payment plans for medical and hospital service 
should eliminate many of the conditions which have brought about 
the development of industrial contract practice. . . 

From the report of the Medical Service Board Gaeroved by the Board 
of Regents, June 10, 1934. 


goods and services to furnish food, housing and clothing. 
One of those authors sees this paradox as a spur to action; 
the other at least implies that it is to be accepted as the lot of 
man. In a democratic government, decision on such a point 
can rest only upon public will. 

Granted we want to do something, the question is what 
can be done. Here again we have benefit of the facts pre- 
sented by the Committee on the Costs of Medical Care and 
other precise studies of the economics of health. These show 
(see page 587) that costs of sickness are unlike any other 
item called for in ordinary family budgets. They are not 
only unequal, but unpredictable and largely uncontrollable 
by the individual family. Averages mean nothing at all. 
As Dr. Warnshuis shows (p. 614) if each family in Michigan 
had enjoyed the average income of 1929, the Michigan State 
Medical Society would have considered their three-year 
study of costs unnecessary. If each family incurred only the 
average sickness bills paid by families in its income-class, there 
would be none of the hullaballoo with which this question 
has met during the past ten years. 

What we spent in 1929 for that scanty service was very 
nearly enough to have provided adequate care for everyone 
who needed it with adequate return to the professions which 
typically, even then, were so badly paid. A social solution of 
our insecurity in sickness costs is a far simpler matter than 
the solution of many of the other great insecurities with 
which we are faced, for it means in general a redistribution 
of the expenditures to which we are accustomed, rather than 
the assumption of new costs. For poorer communities and 
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classes of people, there is need for hospitals, public health 
services, and kinds of care (among which preventive service 
and dentistry perhaps are outstanding examples) which 
they never have had. This means far more general and 
thorough assumption of our accepted responsibilities in 
public health, and more effective effort to carry out our 
ideals on behalf of the sick poor. The sick poor are many in 
number but an even greater number of us are those who are 
poor when sick. For them and for the professions who serve 
them, solution is feasible economically whenever we choose 
in a better use of the average 4 percent of income which 
American families are accustomed to invest for health. 


Li last consideration implies use of the insurance prin- 
ciple. Voluntary use of that principle was advocated 
with different qualifications in the recommendations of both 
the majority and minority groups of The Committee on the 
Costs of Medical Care. It is the basis of the plan of the Michi- 
gan State Medical Society, outlined in this issue, and of 
programs actually in use or approved in principle by a grow- 
ing number of other state medical organizations. It is the 
basis of the principles laid down by the American College 
of Surgeons last June, and is wholly consistent with the prin- 
ciples adopted in August by the House of Delegates of the 
American Dental Association. On the other hand the ob- 
scure sixth principle of the American Medical Association, 
also adopted last June, would seem to bar use of the insur- 
ance principle. 

Compulsory health insurance, rather than voluntary, is 
the basis of the plan now before the Canadian Medical Asso- 
ciation, proposed by the Association’s Committee on Medi- 
cal Economics, as well as reports offered by lay groups in this 
country, including the American Association for Social 
Security and the technical staff of the Milbank Memorial 
Fund. (See Survey Graphic, June 1934, p. 285, Mutualizing 
Medical Costs, by John A. Kingsbury.) The proponents of 
compulsory health insurance point to experience abroad 
(see p. 617) and under our own use of workmen’s compensa- 
tion measures as an indication of the greater economy and 
effectiveness of a compulsory system, from the viewpoint of 
the community, the employers and insured. The study of the 
staff of the Milbank Memorial Fund indicates that a com- 
prehensive and adequate compulsory service, including the 
services of general practitioner, specialist, nurse, general and 
special hospital, drugs, basic dentistry, laboratory and so on 
could be obtained at a cost of about $27 a year if the entire 
population were insured and for less if all but the well-to-do 
are covered. That $27 is little more than the average of 
about $24 a year that we have. been accustomed to pay 
privately for such services. Counting in increased allowances 
for adequate hospital care of tuberculosis and mental illness 
and public health services (already on our tax bills) and for 
administration and contingent reserves, the cost would be 
approximately $36 per capita per year. 


NDER any insurance plan, compulsory or voluntary, 
there arise several major questions: Who should be 
covered by such a plan? What services should be provided? 
How should the professions be remunerated, the funds 
raised? How should the plan be administered? Light is cast 
on some of these questions by experience in this country and 
abroad, analyzed subsequently in this issue by Michael M, 
Davis and Dr. R. G. Leland. Some are technical questions 
for actuarial experts. From the public viewpoint looking at 
the facts cited above no insurance system will be adequate 
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unless it includes all services needed by all people who can ~ 


afford them only through such a system. 

It must be emphasized that each of the sets of recom- 
mendations mentioned above maintains so far as professional 
service is concerned the personal relationship between doctor 
and patient which the American Medical Association so 
often has emphasized. “Compulsory” or ‘‘voluntary” in 
respect to any of these proposals apply merely to payment; 
there is no measure in any of them to require physicians to 
work under the plan, to limit the patient’s choice of a physi- 
cian or the physician’s acceptance of a patient. All insisted 
on professional direction of professional services and on the 
exclusion of commercial intermediaries. The practical ques- 
tion which faces us does not involve the revamping of the 
social order or even of the medical profession: it is a question 
of how medical service shall be bought and whether the 
public or profession or both combined shall decide. 

The editorial quoted at the start of this concludes with a 
reprimand: ‘*The American Medical Association, mistak- 
enly, has sought to stick the misleading label of ‘socialized 
medicine’ on every plan for group medical insurance. Medi- 
cine would be no more ‘socialized’ by insurance than the 
motor industry is socialized by the fact that most drivers 
carry liability policies.’”’ Perhaps however the stand of the 
American Medical Association is not to be inferred wholly 
from a literal reading of that obscure sixth point. In a 
recent public address Dr. Morris Fishbein, editor of the 
Journal of the Association is quoted as saying that insurance 
against hospital costs is ‘‘sound and feasible’ and is approved 
by the Association “‘provided the individual responsibility 
between doctor and patient is maintained.” Such approval 
is a gain over earlier statements on behalf of the organization. 

In the annals of medical history there is a story of Dr. 
Oliver Wendell Holmes which Dr. Parran quoted in his plea 
for greater public responsibility in maternal care. Dr. 
Holmes’ studies to show that puerperal fever was com- 
municable had been met with scepticism and even abuse by 
some of his eminent colleagues. One of them declared “I 
prefer to attribute them [deaths from puerperal fever] to 
accident and Providence of which I can form a conception, 
rather than to a contagion of which I cannot form any clear 
idea.” In reply Dr. Holmes added additional data to support 
his thesis, observing that the “character of the opposition 
which some of these papers have met with suggests that they 
contain really important truths.” 

“If I am wrong,” he continued, ‘“‘let me be put down by 
such a rebuke as no rash declaimer has received since there 
has been a public opinion in the medical profession in 
America; if I am right, let doctrines which lead to profes- 
sional homicide be no longer taught. . . . Indifference 
will not do here.” 

It is such a challenge as this which the public puts before 
the medical profession, asking the profession’s collaboration 
in what Mr. Merriam here calls the democratization of medi- 
cal service. A century ago a question very like the present 
one faced the American people in their dawning demand for 
public education. Several of the authors in this issue cite 
public education as an analogy, either as example or as 
warning. Another analogy lies in our almost equally wide- 
spread use of life insurance and fire insurance to guard many 
who are subject to the risk against losses few could bear 


.alone. The public’s challenge is being met with increased 


attention and understanding. As the New England Journal 
of Medicine pointed out, the medical profession can supple- 
ment and guide—it cannot ignore—public opinion. 
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Medical care and medical bills received by American families in the 
years 1928-1931 are shown in the accompanying figures, drawn from the 
findings of The Committee on the Costs of Medical Care with the per- 
mission of the University of Chicago Press. The black areas in the three 
graphs above represent the extent to which care fell short of the estimated 
true need for the services of physicians and of hospitals, and for annual 
health examinations. The lower the income, the greater was the lack of 
care. Only in hospital care and to a slight extent did public provision and 
philanthropy offset the handicap that the poorest families suffered in 
relation to those above them on the economic ladder. Even the well-to- 
do, moreover, failed to avail themselves of adequate amounts of service. 
The chairman of the Committee, Dr. Ray Lyman Wilbur, declared, 
“Between the physician, dentist, nurse, or hospital—able and willing to 
provide service—and the persons who need it stands a barrier com- 
pounded of ignorance and of inability to pay.” 


ANNUAL CHARGE PER FAMILY 


AVERAGE 


The figure at the right shows the average bills that confronted these 
families at different income levels. For the whole group bills represented 
an average of about 4 percent of annual family income. They bore most 
heavily on the poorest, claiming 5.9 percent of incomes of less than 
$1200. In any income group, rich or poor, they fell unevenly and un- 


predictably, barely touching the fortunate and all but crushing people UNDER 1,200 2,000 
who incurred serious or prolonged ill The table below shows h ¥1,200 ae eS 
p ged illness. The table be ws how $2000 $3,000 #5000 10,000 


bills, big and little, fell haphazardly among families who are accustomed aay iisieteoene 
to pay their ordinary costs of living: 


The Variation in Family Charges—Percentage Distribution of Families According to Total Charges for Medical Care 


(Based on data for 7300 white families with known income, surveyed for 12 consecutive months, 1928-1931) 


Percent of Families Whose Total Annual Charges Were in the Specified Ranges 
Average 


Family income charge 
Under $1000 
$10 $10-20 | $20-40 | $40-60 |$60-100) $100-200 | $200-500 |$500-1000) and over Total 


$1200-$5000 $90.95 14.8 12.9 17.8 12.7 14.9 15.5 9.3 1.8 - 100.0 
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“MEDICINE’S RIGHT 


BY WILLIAM TRUFANT FOSTER 


TO*CONTROLY exe 


Our medical muddle, Mr. Foster believes, comes from confus- 


ing the practice of medicine with payment for medical care. 


HE present turmoil of the world is largely 

the result of various efforts, wise and unwise, 

to bring under collective control some of the 
activities of men which hitherto have been left to 
individual initiative. The conflict, in this country 
at least, is not between those who want the whole 
world run by rugged individualism and those who want the 
whole world run by ragged collectivism. The issue is terri- 
torial; the struggle concerns boundary lines. There are no 
individualists so rugged as to oppose collective control in 
every domain; none who want to be left entirely alone; none 
who demand the right to fight fires each in his own way, to 
build roads each for himself, to maintain each his own pri- 
vate sewer system, and to protect himself from the Dillingers 
and the Insulls without interference by the government. 
Simon-pure collectivists are equally rare. There are none 
who renounce laissez-faire so utterly as to insist that or- 
ganized society shall decide what books they shall read, what 
they shall eat for breakfast, and what system of bidding— 
if any—they shall use in contract bridge. There is still a 
place-in-the-sun for the lazy fairies. 

There would be much less bitterness and futility in current 
controversies, if the contestants took due account of the fact 
that most of them are not by conviction implacable enemies. 
As a matter of fact, most of the collectivists are eager to leave 
the individual alone, insofar as leaving him alone promotes 
the common welfare; and most of the rugged individualists 
submit a large share of their activities to group control, and 
like it. 

Extol the virtues of rugged individualism, if you feel that 
way about it, with all the assurance of a Vermont farmer; 
accept, if you can, all that Herbert Hoover says in his book 
on that subject; and still you must conclude that society 
cannot safely leave control of any of its major activities to 
any individual or to any group. The objection is permanent; 
it is human nature. The schools cannot be left in charge of 
the church, or even in charge of the teaching profession. 
Society, for its own protection, must determine what is 
adequate education; must see to it that every prospective 
citizen is educated at least to that degree, whether or not he 


likes it; and to accomplish the purpose, must decide how the : 


prescribed minimum of education is to be paid for. That is 
equally true in all that concerns law and order. 

Likewise, in the domain of commerce, we have found out, 
through experience of which even the most rugged in- 
dividualist must be ashamed, that we cannot safely leave the 
control of insurance companies to the insurance men, the 
control of banks to the bankers, the control of security trad- 
ing to the stock exchanges, the control of coal mines to mine 
owners, or the control of child labor to employers of labor. 
We know, too, that we cannot safely permit ranchers to 
spray their fruit trees or not to spray them, as they see fit. 
Even in matters of aesthetics, we are beginning to make a 
start at taking the first steps toward protecting ourselves by 
group action from the bad taste of the individual. The tour- 
ist now finds short stretches between the billboards where he 
can view the landscape as God made it. 

The same principles apply to the production and sale of 
medical services. The profession should be left alone, insofar 


No one wants to dictate what the doctors shall prescribe in sick- 
ness. But no profession has, and none but medicine claims, the 
right to prescribe the economic setting of which it is only a part 


as leaving the profession alone conduces to public welfare, 
and no farther. The repeated official assertion of the American 
Medical Association, that “‘medicine has a right to control 
its own affairs,” reveals the failure of the profession to under- 
stand its place in the social order. No profession has a right 
to control its own affairs. Indeed, no profession has any 
rights which are not conferred upon it by society. The county 
medical society which solemnly warns us that no government 
organization has any right to assume the responsibility for 
the prevention of disease merely makes itself ridiculous. 

The question at issue in this increasingly controversial 
field is not whether we shall leave each individual wholly 
free to care for his health or neglect it, as determined by the 
abundance of his delusions or the scarcity of his dollars. The 
question is not whether we shall leave the medical profession 
alone to solve the problem of adequate care of all the people 
in its own way, or to fail to solve it in its own way. Here, 
again, the problem is territorial. Where shall the lines be 
drawn? What parts of the domain of medical care should be 
controlled by collective action? What parts should be left to 
the initiative of individual patients and individual practi- 
tioners? 


LREADY, we have gone far toward caring at public 
expense for certain classes of patients; for war veterans 
and for many others who are called war veterans, as well as 
for those suffering from mental disorders and from tubercu- 
losis. We have gone far, too, toward giving free medical care 
to the “indigent,” including many “‘indigents”’ who are per- 
fectly able to pay the bills. Also, to a large extent, we have 
taken over collectively the prevention of contagious diseases. 
Indeed, about 14 percent of the annual national bill of $34 
billion for medical care is paid from tax receipts. Already to 
this extent we have renounced “rugged individualism.” To 
this extent we have established “‘socialized medicine.” So 
far this has been the answer of society to the contention that 
“medicine has a right to coatrol its own affairs.” 

How much farther shall we go? Or have we, in some direc- 
tions, gone too far already? Two years ago the American 
Medical Association declared that to follow the recom- 
mendations of the Committee on the Costs of Medical Care 
was a course leading to “Socialism and Communism— 
inciting to revolution.” To guard against danger, the As- 
sociation at its convention in Cleveland this year laid down 
ten principles of its own. Seven of these principles—all 
except the sixth, seventh and ninth (see page 582)—concern 
the medical rather than the economic aspects of the subject, 
and therefore have nothing to do with any clash of opinion 
concerning methods of paying thé bills. Health insurance, 


‘either voluntary or compulsory, group hospitalization and 


numerous forms of group practice of medicine are entirely 
consistent with these seven principles. If, by the “right to 
control its own affairs” the organized profession means 
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merely that the medical phases of medical services shall be 
controlled by duly qualified practitioners, the breach that 
we have heard so much about between the sociologists and 
the physicians is imaginary. The indicated treatment is 
psychiatric. For nobody proposes to turn over medical 
services to the control of politicians. Nobody contends that a 
board of aldermen should decide when to operate for ap- 
pendicitis. Nobody wishes to disturb, in the slightest degree, 
those precious personal relations between the individual 
patient and the individual practitioner. They are a help 
both to patient and physician. 

Doctors’ bills, however, are not among those precious 
personal relations; and they are not medical services. The 
question how doctors’ bills shall be paid and the question 
how doctors shall practice their profession are entirely 
different questions. 

If by the “‘right to control its own affairs” the organized 
profession means the right to decide how consumers of 
medical services shall pay for those services, the profession 
is demanding a kind of control which is granted to no other 
profession. And the sixth of the “‘ten principles” of the Amer- 
ican Medical Association does demand this kind of control: 
it denies the patient the right to pay the costs, in cooperation 
with other patients, in advance of the time when the service 
is rendered. In other words it rules out all methods of group 
payment. 


THE BILL 


It is not among the warm personal relations between doctor and doctored 


a Mies UNtrerom RG MH! BHO rCONTR OL... *" 


589 


A very different view appears in a report and plan for 
health insurance laid before the Canadian Medical Associa- 
tion last June by that body’s Committee on Economics (p. 
585.) The Committee declared that “. . . it is not to be 
forgotten that it is the public who, as consumers, have to 
decide what they are prepared to pay for. It is not the re- 
sponsibility of the medical profession to attempt to force upon 
the public a service for which the people are unwilling to 
pay, nor is it the responsibility of the medical profession 
to provide service which the public are able, but unwilling to 
pay for. However, the medical profession should not, by 
opposing the plan, seek to deprive the public of medical 
service for which the public is willing to pay through state 
health insurance.” 
Lawyers do not claim a right to decide ways of purchase. 
Clients can and do buy legal services jointly. Some clients 
collectively provide for payment on an insurance basis. In- 
cidentally, the legal profession does not demand that every 
individual in such a group shall be free to choose his attorney 
from among all those qualified to practice and who are will- 
ing to give service. Teachers likewise insist on the control of 
teaching methods, but they do not demand the right to pre- 
scribe methods of meeting the bills. Engineers assert the right 
to determine how a bridge shall be designed, but they do not 
consider it their part of the job to decide how the bridge 
shall be paid for. In short, medicine is the only profession 
which contends that consumers should not be 
allowed to decide how to buy and pay for its 
services. Here, again, the organized medical 

- profession needs perspective. It has a distorted 
view of its place in the social order. 

It will help us all to stick to the subject and 
avoid pointless controversy—of which already 
there has been an acrimonious plenty—if we 
keep in mind important admitted matters in 
this field. The chief trouble, everybody agrees, 
is not peculiar to medical economics: it is the 
sorry fact that so many families lack sufficient 
income to buy good food, or good housing, or 
any of the other essentials of economic security. 
Millions of families, it is true, could and would 
pay for good medical care if they were enabled, 
on the insurance principle, to budget the costs. 
But other millions would still be dependent on 
charity or public relief. In any event the 
method of paying for medical care is not the 
chief concern of society. The chief concern is 
service for all, that wherever possible will pre- 
vent disease, cure the sick and alleviate suffer- 
ing. The organization to attain this end is im- 
portant, but the end is all-important. Toward 
that end some means must be found of freeing 
the sctence of medicine from the present chaos of 
the economics of medicine. 

Health is necessary for the protection of the 
state; medical care is necessary for the protec- 
tion of health, and should be obtained in some 
way by all who need it. Any system of medical 
practice must be judged by the extent to which 
good medical care actually zs afforded to all 
who need it. These statements, mainly in the 
words of conservative members of the medical 
profession, constitute a body of admitted mat- 
ters which should form the basis for all dis- 
cussions of the subject. 
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THE PUBLIC'S IMPATIENCE 


BY LEE M. MERRIMAN 


HAVE no qualification to write about medicine and the 

public except that of a newspaperman. There is no news- 

paperman worth his salt who is not first of all a reporter. 
A newspaperman’s livelihood depends upon his ability to 
help his paper reflect the state of the public mind. The 
analysis I offer has nothing to do with my personal opinion. 
There have been three major operations and one minor in 
my immediate family within the past few years—and all the 
bills are paid! (That’s an important point to establish when 
one attempts, disinterestedly, to discuss a question involving 
medical costs.) The bills are paid, rather, insofar as money 
can discharge the debt I owe to the doctors, surgeons and 
nurses who took us safely through those anxious days. 

As a newspaperman, therefore, I watch that thing called 
“the public’s viewpoint toward the medical profession.” 
Uninformed? Perhaps. Self-centered? Certainly. But if I 
read correctly, the public’s viewpoint is a psychological 
fact to be reckoned with by the medical profession within 
the immediate future. 

That is not a threat. It is a symptom. For the medical 
profession, no less so than for a newspaper, an unfortunate 
public psychology is the symptom of something funda- 
mental: of forces in motion which, if recognized, may be 
guided, but forces against which neither the public nor the 
medical profession can stand. 

What are these forces of which an unfavorable public 
psychology is the symptom? Taken together they spell the 
scientific advance of the past decades which inevitably has 
made good medical care more costly, and the economic 
changes of recent years which have resulted in increasing 
inability to pay. Now the American people regret that they 
no longer: are able to afford even the insufficient medical 
care to which they were accustomed in the 1929 days. And 
the private practitioners regret that even fewer of their pa- 
tients in the year 1934 have the money with which to pay for 
the service they need. But regrets have accumulated on the 
path of these years and we stand here today, the medical pro- 
fession and the public, facing the debris, unable to do very 
much about it. At least, neither of us has done very much 
about it to date, and inaction is a sore test upon tempers. In 
the face of changed conditions the public increasingly 
resents what it considers lack of leadership on the part of the 
medical profession. 

This public resentment was recognized, and the issue was 
clearly stated by Dr. George Reinle, retiring president of the 
California Medical Association, in his opening address at 
the annual convention in Riverside last April. A press dis- 
patch quoted him as follows: 

Given a free hand, without interference from politicians and 
laymen, the California medical profession will develop a plan of 
statewide hospitalization on a periodic-payment basis. . . . 

Dr. Reinle . . . scored heavily . . . with a sharp 
reply to “‘those individuals who charge that the medi- 
cal profession has not fulfilled its obligations to the 
public.” 

Taking cognizance of the feeling that efficient and 
financially convenient hospitalization is a great need 
of the time, Dr. Reinle said: 

“However, let me warn politicians and laymen to 
keep away. We are not dealing with merchandise, but 
with human beings. May we be left alone.” 


If steps are taken to fulfill its promise convincingly within 
the immediate future, Dr. Reinle’s indicated program lies in 
the direction the public feels itself forced to go. But if the 
public is to be convinced that the medical profession is 
prepared to perfect and apply a program of democratic 
medical service, its leadership must be more emphatically in 
the public mood than the public feels that leadership has 
been in the past. That is strong language, but is it too strong? 

Great and self-sacrificing as have been the achievements 
of the medical profession, and none will deny them, the 
power of the private practitioner to influence mass opinion 
has been shaken critically. 

Why? In part because the private practitioner comes into 
intimate and mutually satisfactory contact with a relatively 
small proportion of the total public. Even before 1929, when 
fifty men in 100 took it for granted that the family automo- 
bile should be overhauled once a year, only about seven 
men in 100 underwent annual physical examinations. When 
the national income was at its peak, people might believe 
in BVD’s, Kellogg’s corn flakes, or Champion spark plugs, 
but the private doctor remained some one to call when you 
had a pain; the surgeon, some one to consult for an opera- 
tion, and a hospital—that remained a place where you went 
to die! Only the life insurance companies through institu- 
tional advertising, the publicly supported health agencies 
and public health departments, broadcast the story of 
preventive medicine. 


oes I were painting a different picture, but the founda- 
tion of understanding was not sound in 1929, and by 1934 
we encounter Dr. Reinle’s quoted phrase—as he holds out 
the promise of a periodic-payment hospital program: “‘Let 
me warn politicians and laymen to keep away. We are not 
dealing with merchandise, but with human beings. May we 
be left alone.” 

I have no desire to distort, or to magnify, but rather to 
pare down to the bone the causes of this increasing antipathy. 
I do not contend for a second the medical profession alone 
has been singled out for public resentment in this age of 
American disillusionment. This same analysis applies with 
almost equal force to other formerly highly respected insti- 
tutions, the American newspaper not excluded. But, prob- 
ably because of its commendable conservatism, the medical 
profession, to slip into the vernacular, is “‘on the spot.” 
Here are a couple of conciete examples of the reaction of 
the mass mind to private medical leadership. 

A make-up man is the mechanical department employe 
who locks up the newspaper forms and sends them to the 
stereotype room. Five nights a week we work side by side. 
He joined a health service, operated from a hospital. For 
approximately $2 per person per month, he tells me, he and 


The public, says Mr. Merriman, is beginning to feel that a 
little pressure won't make the medical profession move any 
slower. Public impatience is a symptom of forces that neither 
doctor nor patient can withstand. It is also a challenge. 
If the profession will not lead, the public will go forward 
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his wife are guaranteed medical 
and hospital services. You may 
say adequate services cannot be 
supplied at that fee and you may 
be right, but we are dealing with psychological facts, and so 
far that fee has brought medical service entirely satisfactory 
to him. 

We were having dinner together at 4 a.m. the morning the 
paper had carried an interview attacking group-health- 
insurance schemes. The story mentioned the conviction of a 
Berkeley man in connection with such service. What was 
this make-up man’s reaction to that warning? He said: 

*“‘T think the private doctors are inspiring these attacks. 
They are fighting group, or state health insurance not be- 
cause it is bad, but because they are afraid it will be too good. 
Why doesn’t the medical profession come forward with 
some program to meet my needs?” 

Then he concluded in four short words: 

“*A stuck pig squeals!” 

I repeat that conversation not because I think his state- 
ments were informed or necessarily fair, but because I find 
it pertinent to a discussion of a public psychology. Why did 
he assume that the private doctor has placed himself in the 
light of opposing socialized medical service? 

One answer that will come to the minds of some California 
readers is an issue brought to a focus in the city of Pasadena, 
where the municipally financed Emergency Hospital was 
accused by private doctors of furnishing free medical care 
more extensive than required under the formal classification 
of “emergency treatment.” The private doctors probably 
were right in their contention that ‘‘abuses of free service” 
frequently occurred. The Emergency Hospital’s chief sur- 
geon was discharged for that and other reasons, and a new 


THE PROFESSION 
The public is putting the medical profession on the spot 


IMPATIENCE 591 


7 wine Galloway 
Emergency Hospital policy was 
instituted which the public con- 
strued as vastly curtailed. Many 
charged that the institution was 
being “‘reduced to the status of a first-aid dressing-station.”’ 
Time has shown that fear was unfounded. But when the re- 
sentment was still fresh, an incident was brought to light in 
the pages of the county medical society’s bulletin which 
served further to antagonize the public: the private doctors 
had asked for a legal ruling on the right of a municipality to 
practice medicine. That was waving a red flag in the face of 
a bull. 

For reasons such as those an increasing proportion of the 
public no longer is content to let things drift, to go along 
blindly trusting that some day the medical profession, of its 
own initiative, will take out of its hat some new type of 
minimum-cost service and place it within reach of the 
masses. The public is beginning to feel that a little pressure 
won’t make the medical profession move any slower. 


OR the public does not put the same emphasis upon cer- 

tain elements in the equation. Clearly and honestly as the 
medical profession sees certain dangers just as clearly and 
honestly does the public see the paramount need of lower- 
cost medical service. The private practitioner says, ““The 
personal contact between the doctor and his patient must 
not be destroyed.’’ But what the public can’t see is why the 
private doctor must receive his fee direct from the patient in 
order to be interested in that patient. And what the public 
can see is that while private doctors may, today, be main- 
taining a personal contact with some patients, the vast 
majority of potential patients have little or no personal 
contact with doctors at all. (Continued on page 634) 


THE DO GOR s 
DILEMMA 
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Paul Parker. Above, clinic en- 
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private doctor, R. I. Nesmith. 
Bottom, night photograph of 
line waiting in front of the dis- 
pensary, by Hiram Myers 


has carried the tradition of true philanthropy into every 

personal relation. His devotion to his self-imposed 
obligations has kept him out of the public notice. He quietly 
answers the call of the sick without self-consciousness or self- 
pity. He carries on unnoticed unless like Dr. Allan Roy Dafoe 
he officiates at a quintuplet delivery or performs some dra- 
matic service which is heralded in headlines. His skill is 
unknown beyond the immediate circle of his limited acquaint- 
ance. He never advertises. He holds no public office. He can- 
not leave his patients long enough to go to the legislature. 
His place is at home trying to keep people well or curing the 
sick. His influence upon public affairs is small because he 
is too busy to become an active partisan. He does not make 
much of an income because he is generously appreciative 
of the financial difficulties of his patients. 

He no longer is a saddle-bag doctor dispensing empiri- 
cisms. He no longer drives a characteristic gig. His high hat 
and his goldheaded cane are no longer symbolic. He has been 
well educated in the medicine of his period. His preceptorial 
training in the use of his powers of observation, in deduction, 
and in the high development of his own senses, often more 
than five of them, has yielded to the deeper searching into 
the mysteries of bacteriology and of internal secretions. 
He has learned the value of mechanical helps. His cultural 
and technical training has covered almost thirty years of his 
life. At twenty-seven he received his diploma and thereafter 
served one or two years as an interne before starting to 
exercise his licensed right to begin the practice of medicine. 
Unless he has been practicing longer than fifty years he is not 
an old doctor at all. Within fifty years he has become a mod- 
ern doctor because modern medicine is measured within this 
last half century. 

The metamorphosis of the old family doctor has been so 
gradual that he has passed on to this new doctor, without 
his knowing it, the age-old interest in the poor and afflicted. 
Although the new doctor raised his right hand and promised 
to keep sacredly the Hippocratic oath, he knows only sub- 
onsciously the text of his affirmation. The spirit of Hippoc- 
rates; of Luke the beloved physician; of Harvey, of Jenner, 
f Lister, of Doctor Weellum McClure, of Osler and of 
Welch, has become the motivation of thousands like Dr. 
Dafoe who never see their names in print. The self-imposed 
wo-thousand-year-old Hippocratic code has become the 
very fiber of his impulse to carry on in high fidelity his 
-onsecration to the service of the sick. 

In the mad nineteen-twenties the fashionable specialties 
ured many young doctors into those lucrative fields. In the 
epressive cycle of the niheteen-thirties the family doctor 
vas been much less embarrassed than the limited 
pecialist, whose practice in many instances dis- 
ppeared because the patients no longer could 
ay his fees. In this period the family doctor has 
arried on with greater dignity than most bank- 
rs and lawyers and politicians; he has com- 
lained very little; he has cared for his patients 
egardless of fee, in many cases, even in large 
ities, living upon barter. He and his people have 


To old family doctor has nearly finished his career. He 
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shared hard times before and would do so again. In some 
regions he refused government aid, or interference, while 
in other regions he now regrets that he accepted govern- 
ment employment at low or never-paid fees. 

In large cities his position is more difficult than in small 
towns or rural regions. The city hospitals are crowded, not 
only with the normally: indigent but also with people who 
formerly were able to pay for medical care. The doctor works 
in the hospitals and clinics and often meets his former pa- 
tients there. The doctor is the only person in the city hospital 
who works without pay. Because he has always done so is 
not a good reason for continuing to do so. Because of his 
financial distress he now realizes the necessity of a remedy 
for this situation. He works in the hospital for the pay of 
experience, for the pay of prestige, for the pay of promotion 
to places of prominence where he may receive the pay of 
larger responsibilities. He works to learn more about medi- 
cine in order to be qualified to learn more about medicine. 
He is retired for age at sixty-five while he is still a student 
and he cannot be made to regret lifelong study. The doctor 
is the servant of the sick and when he serves the really poor 
he considers it his priestly privilege. People who are unable 
or unwilling to pay for medical care crowd free dispensaries 
to the doors. They are mostly uninterested in the personality 
of any doctor. Their chief interest is in getting something for 
nothing, and they submit to mass medicine because they 
must. 


NE hundred and twenty patients in a two-hour medical 
clinic served by four doctors means an average of four 
minutes for each interview. That is very poor medicine. 
During the same time the same waiting-space may hold 
as many other people waiting for the nose-and-throat clinic 
whose doctors are six months behind the scheduled adenoid 
and tonsil operations and must work fast in their effort to 
catch up. There may be also a surgical clinic, a crowded 
children’s clinic, a skin clinic, an asthma clinic, a cardiac 
clinic—every one of them crowded beyond comfortable 
limits. The clinic nurses and clerks work all day at high 
speed and are paid for their work. Doctors come and go on 
for two-hour or longer periods, giving their services abso- 
lutely free. Some of them are specialists but most of them are 
general practitioners. 

Many dispensary patients are in need of medical service 
at low fees, and many doctors would be glad to treat these 
people in their offices for nominal charges and give them 
better care there than at the hospital because it would be 
individualized and unhurried. It would seem to be only fair 
that doctors as well as other people who work in tax- 


The family doctor believes it impractical to extend fields of so- 

cialized medicine, declares Dr. Van Etten, vice-speaker of the 

House of Delegates of the American Medical Association. 

Such a step, he believes, means expensive bureaucracy, dulled 

scientific ambition and degrading levels of medical service 
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supported hospitals, or other government institutions, 
should be paid for their work. At present there is no money 
to pay them. Doctors of various kinds who now work for the 
government receive salaries so small that in ordinary times 
their positions are unattractive. While the government is 
unable to balance its budget the prospect of seeing the 
doctor continuously paid by the state is very remote. While 
some doctors expect the Temporary Emergency Relief 
Administration to become the Permanent Emergency Relief 
Administration, many are debating the propriety of con- 
tinuing centralization of relief in government hands. 


[ee family doctor disbelieves in the practicability of ex- 
tending the fields of state medicine, “‘socialized”’ or “‘pub- 
lic,” because the burdens of the state already excessively 
overload the taxpayer. He sees state education in difficulty 
because it has grown too expensive for the community 
pocket. He sees thousands of teachers unpaid and out of 
work; he sees teacher-training schools closed, he sees few new 
teachers appointed; he draws an analogy between state 
education and state medicine and believes that a similarly 
planned system of state-operated medical service would be 
an insufferable load, no matter how honestly it might be 
attempted. He believes that in any such system expensive 
bureaucracy would be so inevitable that the doctor would 
become a poorly paid servant; that his ambition to pursue 
scientific study would be dulled; and that general medical 
service would sink to degrading levels. 

Such a system can not escape political manipulation. The 
legislature which votes the money for it will tie it up to 
political officers. It is claimed that public opinion will guide 
these officers toward wisdom and honesty, but we can not 
escape historical precedents which have always shown undue 
official absorption of the taxpayers’ contribution to any pub- 
lic operation. State medicine as we now have it is not attrac- 
tive to the family doctor. He sees a few brilliant career men 
who have fought their way to the top, but he believes that 
most of the rank and file of the lower grades have been lured 
into the service by the prospect of soup-bone security. The 
contemplation of the health officer does not inspire him with 
envy. He would like the salary but he very seldom desires 
to become a full-time man in a poorly paid and poorly 
equipped political operation. 

The family doctor thinks of state medicine only in terms 
of salaried relief from financial worries. When the doctor 
is making a living he forgets it and turns again to the absorb- 
ing interest of giving the best that is in him to his patients. 
He feels that the government doctor’s viewpoint is colored 
by his salary and that from his safe vantage point he has lost 
an understanding of practical medical problems. He would 
like to see the health officer take an occasional sabbatical 
leave during which time he would be obligated to support 
himself by his own efforts in the private practice of medi- 
cine. 

The family doctor is acutely aware that the art and the 
application of medicine has lagged far behind the science of 
medicine. He laments the uneven distribution of medical 
service even as he is saddened by the tales of inadequate 
housing and clothing and feeding of some people. The family 
doctor is in no sense a parasite living well upon the com- 
munity; he is always willing to share common privation, 


though he is growing weary of being the only one to receive - 


no appropriate consideration. Guaranteed incomes from any 
source would not however guarantee careful personal in- 
terest. The financial position of the patient is always inter- 
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esting as a factor in his well being; without this interest the — 
great majority of patients would receive superficial sym- — 
pathy. The profit motive is not a large one in the doctor’s © 
life but the incentive to make a living is ever present. Paid ~ 
research workers represent a very small portion of the medi- — 
cal profession, and the fact that they have not been demoral- 
ized by their salaries, often pitifully small, isnot an impressive 
argument for subsidizing the whole medical profession. 

The doctor wants to be paid something for what he 
actually does and he wants to be free to spend his time and © 
his energy in the scientific effort to pursue the solution of _ 
every medical problem. That there are too many doctors | 
and that preventive medicine and declining mortality and | 
morbidity have altered the field of medicine are economic | 
factors which can not be denied. Few doctors have acquired _ | 
wealth from the practice of medicine. In 1929, our richest 
year, less than 15 percent had a net income of $10,000 or 
more. Another 15 percent ended the year with a deficit or — 
earned less than $1000 net. In the light of such facts the 
value of the doctors’ contribution to the health of the nation — 
is amazing. 2 

The family doctor is aware that his status is changing daily 
and he desires to be one of the controlling factors in any new 
program. He justly resents the imposition upon him of any 
compulsory program by non-medical organizations. He 
believes that the American bar would resent the imposition 
of a program to regulate the practice of the family lawyer — 
in much the same spirit. The family doctor realizes the value | 
of discussion of every phase of medical service and is greatly 
interested in the various plans now being put into experi- 
mental operation by the county medical societies, seeing 
dangers in some of them and merit in others. He believes 
that the care of the sick is a medico-sociologic problem and 
that all doctors should be organized to attempt a solution. 
He believes that although the old types of individualistic 
practice will be changed through the influence of modern 
popular health education, the confessor relationship will 
continue to be of much value. 

The old family doctor of blessed memory is leaving the 
scene but his successors are growing in effectiveness yearly 
and in increasing numbers are proudly calling themselves 
family physicians. 
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IN GROUP MEDICINE 


BY REXWALD BROWN, M.D. 


YMPATHY and understanding to those in sorrow, 
need and sickness were first conveyed by those priests 
and wise men who represented the healing art in the 

dawn of civilization. Medicine was called noble. Much of 
that nobility has been retained in spite of pressure from the 
business system in which doctors now are involved un- 
consciously. Under that pressure, however, the practice of 
medicine typically has become a combination of business 
and altruism in which doctors find themselves struggling 
against each other as individual competitors. Business pres- 
sures and practices are inharmonious with the origins and 
the service of medicine. My purpose here is to tell of the 
experience of some of us who believe we have found a way, 
by group action, to reconcile competent service to the pub- 
lic with an adequate return to those who provide that service. 

In recent years a cooperative attitude among physicians 
has been evinced through the organization of group medical 
practices in various parts of the United States, especially 
west of the Mississippi River. Our own group practice has 
been evolved through the past thirteen years with three 
main objectives: efficient medical and surgical service to 
patients; fair compensation to the doctors of the group who 
render the service; and a plan of security for all members of 
the staff. The thought of large money profit has been sub- 
ordinated to superior rendering of professional service. 

From the public’s yiewpoint, perhaps the outstanding fact 
in our experience is that the personal relation between pa- 
tient and physician has been maintained. Our effort has 
been to make our internists—once known as family doctors— 
trusted guides, counselors and friends to patients as they have 
been taught to be in medical schools. The specialists among 
us work hand in hand with the internists to do the work for 
which they are specially educated. The specialists are 
trained in the family-doctor attitude of mind. There are 
no antagonisms between the internists and specialists. The 
bonds of sympathy and interest in a patient’s welfare have 
not been loosened and the ability to serve is increased by 
close association of those who are working toward that end. 
We find the group method of medical practice preserves the 
good will of the public and the dignity, standards and ideals 
of the medical profession. 

One of the signs of the times is a gradual waning of the 
belief that a chosen doctor may be relied on. Reputable 
physicians know that the competence of many of their fel- 
lows does not measure up to their reputations. The intelli- 
gent public is realizing that it is not a proper judge of the 
qualifications of doctors in respect to judgment, professional 
morals, modern knowledge of medicine, and medical and 
surgical skill. There is a marked difference between the 
confidence in the doctor established on gracious manners 
and charm of personality and that established on 
diagnostic ability and knowledge of the armamen- 
taria of treatment. If gracious manners, charm 
of personality, diagnostic and treatment ability 
are combined in one doctor the patient receives 
superior service. No physician, in or out of a 
group, is sufficiently analytical of himself to judge 
his own weaknesses. As the sole arbiter of his 
competency, he often may be in gross error. 


Association with a closely knit group of doctors irons out 
many personal and professional faults of a partner justifying 
the confidence the patient places in him. 

The doctors of our group believe that confidence in the 
doctor should not be based on a medical graduation certifi- 
cate, license to practice medicine and membership in the 
local medical society. In discussion in the clinic the conten- 
tion is that a physician should take repeated examinations to 
determine his grasp of the ever-increasing knowledge in 
medicine. The chosen doctor should conform to these better 
standards; manners and personality are necessary but 
subordinate. We believe also in building a medical organiza- 
tion which tries to keep alive the personal creative spirit of 
originality, that is, initiative. Uniformity of thought and 
action are deplored. The group is appreciative of the de- 
veloping aptitudes of its members and endeavors to recog- 
nize constructive suggestions and attitudes by suitable re- 
ward from time to time. The group feels that it is better able 
to make modern medical knowledge applicable to all people 
than is usually the single individual doctor. 


ROM our own point of view perhaps the outstanding ex- 

perience of these years has been the sense of financial 
security which leaves us free to do our professional best. 
We realized at the outset that we were on a little-blazed 
trail. Many pioneering groups have been wrecked on the 
rocks of financial disagreements among their members. 
Through our own solidarity we have been able to weather 
the storm of pronounced opposition to our endeavors from 
medical and lay people who did not understand our pur- 
poses. That solidarity grew out of a determination to place 
service above all other considerations. On this basis the 
three original partners agreed not to exploit associates; they 
chose to help them guide the growth of the new clinic. 
A system of adequate compensation to the doctors was 
built up, and from that came a plan of financial security for 
ourselves which acts as an insurance fund for our families. 
We do not know that any other medical group has inaugu- 
rated such a plan. 

Compensation to the partners of the group is based on the 
contribution each brings to it. Worth is measured in terms 
not of the money a partner puts on the books, but on his 
value as a factor necessary to the group’s structural integ- 
rity. Contributions of worth include years of experience, 
length of service with the clinic, industry, judgment, skill, 
evidence of a cooperative spirit, advancement of medicine 
by research and papers before medical societies, interest in 
and loyalty to the organization and to one another, ability 
to win and hold the confidence of patients and the public, 
willingness to assume responsibility, (Continued on page 630) 


Working together as a group the physicians of whom Dr. 
Brown writes believe they have found a way to better care of 
their patients and greater security for themselves than is usual in 
individual practice. They would like to try health insurance. 
Dr. Brown is one of the founders of this private group clinic 
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THE CHALLENGE OF SOCIALIZED MEDICINE 


BY JOSEPH SLAVIT, M.D. 


Cure for the troubles of the public and the professions, Dr. 


Slavit maintains, will come only through medical service sup- 


EDICINE has been brought to its pres- 
ent state by a progression of discoveries 
and inventions, technical application 

and scientific interpretation, specialism and 
institutionalism. As in other fields, the industrial 
revolution of the nineteenth century and its 
successor, the economic revolution of the twen- 
tieth century, have had their influence on medicine. Medi- 
cine has moved out of the home and the office into the hospi- 
tal and the clinic, just as domestic handcraft industry has 
expanded into the factory system. Much ‘“‘domestic”” medi- 
cine, on a small and struggling scale, still remains in prac- 
tice, just as petty business and sweat-shop industry still 
survives. But cooperative institutional medicine is the 
dominating force that gives the tempo to our medical times, 
just as large-scale integrated enterprise sets the tempo for 
our industrial and commercial age. 

Medicine today has reached a height which makes possible 
a high quality of service in the relief, cure and forestalling 
of physical and mental illness and injury. Despite this develop- 
ment, the medical care of the American people is woefully 
deficient and costly. Preventive medicine has barely begun. 
Even palliative and curative medicine are denied, at least 
in adequate measure, to an appalling proportion of the pop- 
ulation. And the medical profession has fared no better. 
The vast majority of its members are insufficiently and im- 
properly employed in their calling and altogether inade- 
quately remunerated for their services. Much of the care 
they give is entirely uncompensated, the well-known “medi- 
cal charity.’ This has grown into an unbearable burden, 
estimated at a third of a billion dollars annually, a burden 
that should be borne by society as a whole and not merely 
by its medical members. Medical charity moreover creates 
an unsocial and degrading status for those who receive it. 

The result is a great detriment to the socio-economic and 
professional status of the doctor. The clinics and centers 
are crowded while doctors’ offices are empty. Private prac- 
tice is poorly paid and just and legal bills not infrequently 
are unpaid. The much boasted confidence of the people in 
their physicians becomes a ‘“‘confidence” game. The much 
boasted personal relationship between patient and doctor 
disappears with the disappearing practice, only to reappear 
as a clinic-and-ward relationship. The situation is further 
aggravated by economic dislocation and depression, the loss 
of the financial fruits of a lifetime of service and effort, the 
competition and commercialism assailing the profession both 
from within and from without, and a host of evils that flow 
from the system of laissez-faire private practice based on the 
fee-for-service or pay-per-capita mode of compensation. 
This state of affairs is unwholesome for the public, the prac- 
titioners, the medical institutions, and for medical science 
and art and their supposed social purposes and humane 
motives. 

Reorganization of medical care, practice and remunera- 
tion is essential, if the American people are to be assured of 
proper health care and the American doctors a decent living 
and unhampered professional activity. True, there are those, 
especially of the profession, who do not see any problem or 
any need for change. All is well with the world, so far as 


ported by taxation and free to all who need it, like fire protec- 
tion or public education. Dr. Slavit is chairman of The Medi- 
cal League for Socialized Medicine, an organization of 
physicians whose principles and program he here discusses 


these are concerned. But the vast majority of doctors not 
merely sense the situation, but actually “‘feel” it. They real- 
ize too well that something is wrong somewhere. But a failure 
to understand the conditions or their causes, a nameless fear 
of ‘something worse,” the outright inertia of most physicians, 
and sometimes the downright self-interest of some of them, 
are the reasons for medical reactionism and the main mo- 
tives of medical opposition to change. 

Yet all is not quiet on the medical front. Everywhere local 
medical organizations are rising out of the ranks of the 
profession, insisting on a serious study of the medico- 
economic malady. County and state medical societies are 
becoming restive in their traces, the American College of 
Surgeons and the American Medical Association have come 
to grips in a war of the gods. Smug satisfaction with the 
status quo and ostrich opposition to change that is socially 
and professionally necessary, have not helped medical mat- 
ters one iota. Nor have the ‘“‘demands” which are being 
made by the restless profession. Stricter control and in- 
vestigation of clinic attendances, pay for clinic work and for 
service to indigents, and a host of similar remedies are urged. 
Few of these have materialized or have materially changed 
conditions for the profession as a whole. Indeed, the history 
of the efforts to reform the “‘dispensary evil” and “medical 
charity” is one of almost unbroken dismal failure. 


iia real question is not whether medical reorganization 
is necessary but what is the best form of reorganization 
to be aimed for and to be achieved? Four different kinds of 
plans have been proposed to solve our problem. All have 
been tried out in actual practice for some time somewhere or 
other. They are not mere theories or experiments: they are 
experience accomplished and their story is an open book. 
Group medicine is the plan proposed in the report of the 
Committee on the Costs of Medical Care. Voluntary health 
insurance is the basis of proposals like those of the American 
College of Surgeons, the Michigan State Medical Society, 
and others. Both plans have been in operation in various 
parts of the world, including this country, in various forms 
and with varying degrees of success or failure. Compulsory 
health insurance advocated for America by some organiza- 
tions and political groups has been tried in many countries 
with considerable partial success. A program for the sociali- 
zation of medicine is advocated by The Medical League for 
Socialized Medicine. The “ten principles”’ of the American 
Medical Association, adopted at Cleveland in June, are 
merely a statement of the philosophy and policy of the status 
quo, which has been discussed before. 

- As I see these various proposals group medicine is a plan 
under which doctors voluntarily band together either alone 
or in association with some medical institution, to render 
service on an income basis. In voluntary insurance, groups 
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of people band together, with or without an insurance 
carrier or company, to secure medical services on an econ- 
omy basis. One is essentially the medical angle, the other the 
public angle. Both schemes are voluntary and necessarily 
limited to those groups, lay or professional, who wish and 
can afford to be included. They are unstable, depending 
upon voluntary association and a profit balance; they have 
no social guarantee or state compulsion back of them, and 
only a self-imposed scientific supervision over them. They are 
no solution for the public and less so for the doctors. The 
medical struggle for existence is merely transferred from the 
individual to the group. Moreover, in the history of volun- 
tary insurance everywhere there has been a strong trend 
toward development of compulsory insurance. 

Compulsory health insurance has been in operation in 
many countries for many years on a national scale. The state 
always enters into it either in sponsoring, enforcing, super- 
vising or subsidizing the system. Usually a contributory fund 
is its financial backbone, to which the employe, employer, 
or the state, or all three, “contribute.” The doctors are 
employed on a private contract basis or a semi-public panel 
arrangement. Between the doctors and the insured there may 
or may not be an intermediary—a profit-making insurance 
carrier or an economy-seeking membership organization 
of insured. The sole virtue of compulsory insurance is its 
mandatory feature. Its basic weaknesses are the contributory 
and the professional phases. 

The fund would seem a purely fiscal matter and of no con- 
cern to the medico. Yet it has important medical aspects. 
The usual association of sickness cash benefits with the medi- 
cal care has proved serious. But still more serious is the limi- 
tation of medical care to the “insured” only, to the ‘‘con- 
tributors,” to ‘“‘employes,” or to “income levels.’ What 
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about those who are not qualified for insurance? Or those 
who cannot contribute because of too low wages (such as 
the part-time employe,) or because of no income at all 
(such as the twelve million unemployed, the sixteen million 
and more persons on relief)? Are these to seek ‘‘medical 
charity” as before, or will the state provide separately for 
them? What of the so-called self-employed, the six million 
farmers, the millions of artisans, small shopkeepers, pro- 
fessionals, even the doctors themselves, and the dependents 
of these classes? Are they not entitled to adequate medical 
care, especially in view of their deplorable incomes? Germs 
and disease are no respectors of contributions or class dis- 
tinctions, of conditions of employment or size of incomes. 
No such considerations or limitations affect our public educa- 
tion system or our fire protection or any other public service. 
Why must they hamper the medical care of our people? 


lame other weakness of proposed forms of health insurance 
is in its professional aspect. The primary purpose of health 
insurance per se is to spread the cost of medical service over 
large numbers: the professions that render this service are a 
secondary consideration. The competitive system of medi- 
cine is left undisturbed; fees remain on a per service or per 
capita basis to plague both practice and practitioners. The 
dubious dictum of “‘free choice” of a physician is accepted 
uncritically or is reincarnated in the plan “‘voluntary” panel, 
giving choice among the physicians who wish so to be listed, 
though the trend of modern medicine is definitely away 
from this concept and towards development of service 
through clinic and hospital. The economic and professional 
status of the profession, the adequacy and security of liveli- 
hood of the doctors, the basic breakdown of medical prac- 
tice, are no concern of the system. (Continued on page 636) 


THE MEDICAL LEAGUE FOR SOCIALIZED MEDICINE: 


1. Adequate medical care of the sick and injured as a social 
function, right and duty, and not as a private or public charity. 
Curative as well as preventive means, measures, and agencies 
to be included. 


2. A socialized system of medical care in health, illness and 
injury, free of fees: 

(a) Under the auspices and with the subsidy of the state. 

(6) Financed by taxation, similar to the public educational 
system or other governmental functions. 

(c) Operated and regulated by the organized medical and 
allied professions, the medical and dental colleges and 
the officials of existing public-health agencies. 

(d) This system to include all dental, pharmaceutical, nurs- 
ing and allied services and personnel. 

3. All hospitals, clinics, laboratories, pharmacies, and so on, to 
be publicly owned and operated institutions, accessible to the 
sick free of charge. The hospitals and clinics to be the medical 
centers for ward and ambulatory cases, and to be properly or- 
ganized, coordinated and geographically distributed. House 
sick-calls to be received at these centers and to be assigned to 
local or neighborhood physicians designated to cover specific 
local territories. i 

4. All equipment, supplies, laboratory and other facilities of 
a medical, surgical, dental, pharmaceutical, nursing or other 
nature, to be furnished free by the state. 

5. All medical, dental, pharmaceutical, nursing and allied 
education to be furnished free by the state. 

6. All duly licensed or registered doctors, dentists, druggists, 
nurses, and so on, to be legally entitled to practice under the 
system as full-time practitioners or workers: 


(a) Subject to established rules and regulations of admission 
and practice. 

(b) Proper safeguards of their rights and privileges under 
the system and the law. 

(c) With representation and a voice in the operation of the 
system. 


7. Compensation to be adequate: 

(a) Graded according to time of graduation, length of 
service in the system, rank held, and type of work. 

(b) Salary increases and promotion to higher ranks to be 
based on similar considerations and to be automatically 
enforced. 

(c) Pensions, sickness, old-age and other disability and 
social insurance to be included and applied. 


8. Hours of work to be assigned and regulated and scheduled 
so as to provide: 
(a) Adequate medical care for the sick and injured at all 
times. © 
(b) Adequate time and opportunity for the physicians and 
allied workers for rest, recreation, vacations, and further 
professional study—with pay. 


9. Organized cooperative groups and group methods to be 
employed under the system wherever possible. Special provisions 
to be made for rural and other territories inaccessible to regularly 
organized medical centers. 


10. Individual private medical practice permissible under the 
same conditions and regulations as in private education, plus 
existing licenses and requirements by the state. 


Adopted October 10, 1933. 
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The man with pliers, not the ingratiating wolf, represents the dentist in this early card 


WHAT OR. Tile] DENTS se 


BY BISSELL B. PALMER, D.D.S. 


RACTICALLY all of the major dental organizations 

and many of the minor ones have demonstrated keen 

interest in the social and economic problems of health- 
service. Essayists have appeared before them to discuss 
various aspects of the question. Courses of instruction on the 
fundamental principles involved have been given under the 
guidance of well-qualified teachers. Socio-economic com- 
mittees have been appointed to study conditions. Practical 
programs have been instituted to alleviate locally the dis- 
tressing conditions affecting both the public and the dental 
practitioners. In 1930, sensing the inevitable repercussions 
of current social and economic changes, the American Col- 
lege of Dentists financed to the extent of $16,000 a study of 
European health insurance by A. M. Simons and Nathan B. 
Sinai, culminating in their report, The Way of Health In- 
surance (University of Chicago Press.) In December 1933, in 
an effort to obtain directly the current facts on the health- 
insurance system in England, the American College of 
Dentists and the Michigan State Medical Society jointly 
financed a second study in England by Mr. Sinai. 

There exist in dentistry however, as in other professions, 
three distinct schools of thought on the economics of health 
service. For convenience, they will be called the reaction- 
aries, the state-ists and the mutualists. The reactionaries 
consist principally of affluent private practitioners. Having 
no particularly serious economic problems of their own, 
foiese dentists do not appreciate the desperate urge of less 
ent unate practitioners to obtain for themselves, in the pres- 
contelmost chaotic conditions, assurances of livelihood and 

itment in their professional pursuits. The reactionaries 


view as merely a phenomenon of passing importance, a 
natural aftermath of depression conditions, the demand for a 
new system of health service which will provide for those 
who cannot afford to avail themselves of such services under 
our present system. The reactionaries believe or hope that, 
with the passing of the present economic crisis, the demand 
for a broadened health service will soon subside. 

That this is an unsound opinion is indicated by the fact 
that in 1929, our highly prosperous year, 70 percent of our 
American families had annual incomes of less than $2500. 
For every dentist who had an income of $10,000 in 1929 
there were four who received less than $2500. The economic 
problem of health service was with us in our most prosperous 
period; the depression has only made a bad situation worse. 
The reactionaries are not on solid ground in maintaining 
that the problem is depression-born and will die with re- 
covery. The large majority of the reactionary group are 
either uninformed or misinformed or cling tenaciously and 
blindly to the status quo. Efforts to create in the profession a 
more active consciousness of the broad needs of society are 
always opposed by the reactionaries as savoring of political 
socialism or communism and therefore highly undesirable. 

Although not a numerically important group the state-ists 
are aggressive. They believe that the present void in dental 
services for the lower-income group, and the current eco- 
nomic hardships suffered by individual practitioners, can be 
successfully met only by a health-service system financed, 


‘controlled and operated by the state. The state-ists have 


definite concepts of the fundamental sociological principles 
involved. It would appear, however, that they either ignore, 
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or are not well acquainted with the economic phase of the 
situation, or with the experiences of European nations in 
politically controlled health services. 

The mutualists have a broad understanding of both the 
sociological and economic questions involved, and also 
accept a dynamic philosophy in these matters. They endorse 
the following principles: (1) Dental health is essential to 
general health, and adequate dental service is necessary to 
promote and sustain dental health. (2) It is the direct re- 
sponsibility of the dental profession to develop.a plan to 
make its services available to that section of the population 
ordinarily unable, because of economic conditions, to obtain 
such ministrations. (3) Such a plan must include not only 
direct professional services, but also an educational program 
that will teach the public the important relation of teeth to 
health. (4) A successful plan must provide for maintenance 
of the traditional American intimate relationship between 
practitioner and patient; must strike an equitable balance 
between the justifiable expectations and requirements of 
both groups; and must provide for a mutuality of interests 
among dental practitioners, the producers of the services; 
labor, the consumers of the services; and industry, the group 
which may have to share with labor the costs of obtaining 
the services. Mutualists believe that the injection of com- 
mercialism or politics into a system for health service spells 
certain failure and chaos; also, that European experience 
proves that such a calamity can be avoided only if control 
of the service be retained in the professions through a mutual 
governing body equitably composed of representatives of all 
interested groups. At present there seems to be a definite 
tendency in the dental profession toward support of some 
mutual plan that will include such principles as these. 

Departure from customary procedure in any sphere al- 
ways creates a number of collateral problems. Modification 
of our present system of health service will not be an excep- 
tion. A number of issues are arising that will tax the in- 
genuity, resourcefulness, and intelligence of the leaders of 
the dental and other health-service professions. For instance: 
should dentistry develop an independent plan for its services, 
or participate in an integrated system of coordinated health 
service, in which physicians, dentists, nurses, pharmacolo- 
gists, technicians, and hospital executives would cooperate as 
integral units? At present there is a divergence of opinion in 
the dental profession on this question. One group believes 
that the cost of providing dental services for large masses of 
the population on an insurance basis would run so high that 
it would be impracticable to include dentistry in a general 
health-insurance plan. Proponents of this view evidently 
believe that the economic factor is insurmountable and out- 
weighs in importance the obvious advantages that would 
accrue from the broadly integrated health-service system. 
They do not appear to give adequate attention to the 
alternatives. In a health-insurance system, dental services must 
be supported either out of premiums paid directly to, or for, 
the dental profession in an independent plan, or from an 


Like those who came to scoff and stayed to pray, some of the 
leaders of dentistry studied sincerely to defend their pro- 
fession against change and in the process were convinced 
that change must come. Dr. Palmer finds widespread evidence 
of new perspectives in the social and economic views of the 
dental profession and a concern to translate views into practice 
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equitable pro rata distribution to dentistry of its share of 
premiums paid in an integrated system. Duplication of 
administrative costs in two health-insurance systems would 
become a serious waste. Those who favor the participation 
of dentistry with the other health-service groups in an in- 
tegrated system seem to be increasing in number and 
influence. The duplications, trespasses and resulting rival- 
ries, jealousies and confusion that would inevitably follow 
adoption of two separate professional systems of health- 
insurance warrant rejection of such proposals. 

Another decision that must be made has to do with the 
financial eligibility of patients under a new system. In reach- 
ing a conclusion it is necessary to keep constantly in mind 
two important considerations. First, dental care must be 
provided for persons whose incomes are so limited, after 
essential expenditures, that no balance is available for pur- 
chase of dental services under the present system. Second, 
to include higher-income groups in the system would de- 
moralize the private practice of dentistry and redound to the 
disadvantage of all concerned. The fullest consultation of 
dental and medical leaders with qualified sociologists and 
economists is essential, if serious errors are to be avoided in 
solving this problem. 


HERE is also a current difference of opinion regarding 

the extent of the dental service to be rendered to patients 
under a health-insurance system. From broad professional 
and social viewpoints, a dental service that would be less 
than adequate to maintain health could not be acceptable. 
The problem therefore is not whether the prospective dental 
service shall be adequate; instead it has to do with defining 
the essentials of adequacy. What is adequate dental service 
for one age group might be entirely inadequate for another. 
Fundamentally the objectives of dentistry are to retain 
indefinitely the full complement of teeth in anatomically 
and physiologically normal condition by preventing dental 
and oral disorders; to eliminate hopelessly diseased teeth 
which might cause impairment of general health; and to 
restore masticating efficiency by reconstructing, with fillings, 
the natural tooth-structure destroyed by caries, and replac- 
ing, with artificial substitutes, teeth lost through dental 
disease. Obviously the first of these purposes is the most im- 
portant one, for its attainment would automatically elimi- 
nate all the others. 

Preventive dentistry, no less than preventive medicine, is 
the ideal toward which we are striving, and the child and 
young-adult groups constitute the most hopeful fields for the 
attainment of this objective. For these groups it is clear that 
adequate dentistry can be nothing less than that which will 
maintain the dental economy in a state of complete health 
and functional effectiveness. To achieve this purpose, very 
early discovery and correction of structural or acquired 
defects is essential; temporary teeth must be removed neither 
prematurely nor tardily; and the importance of mouth 
hygiene and proper diet must be impressed upon children 
and their parents. However, prevention of 
dental disease cannot be accomplished to an 
important degree without periodical dental 
visits, which should be made compulsory by the 
health-insurance contract. 

Although the doctrine of preventive dentistry 
for the young must be emphasized, this should 
not lead to the assumption that dental care of the 
other age groups is not important. As a matter of 
fact, advanced dental (Continued on page 635) 


| SPEAK AS A NURSE 


The nurses’ own studies find that chaos in their profession 


BY ELIZABETH C. BURGESS, R.N. 


AM a member of what has been called an 

“emerging profession.” According to the 

United States Census, in 1930 there were 
294,189 of us, including graduate nurses and 
students in training. In the past four years our 
number has been increased by about 100,000. 
Among us are found the highly qualified nurse- 
executive, the instructor of nurses, the public-health nurse 
and the private-duty nurse; the well qualified and the poorly 
prepared; the graduate of the excellent school and the gradu- 
ate of what is a sehool in name only. Here is the graduate 
who has passed her state board examinations with honor and 
the graduate who has failed in these tests. 

In addition to the professional or trained nurses, the 
Census of 1930 reported that there were 153,443 others, un- 
trained. They have entered nursing through devious paths. 
Here is the student who has been dismissed from her school of 
nursing, sometimes for very serious faults and always because 
she was considered unfitted to care for the sick; and the 
young woman who has entered the school, stayed but a few 
months and then deliberately left and joined this group. 
Here, too, are found persons prepared through short-term 
courses, or by the correspondence schools. Even the classes 
in home-nursing turn a part of their product into this 
field. Here also is the woman who merely “takes up” 
nursing. 

Some of us have been having a hard time to survive from 
as far back as 1927, when times were good. This difficulty 
has occurred not only because there have been too many of 
us, but also and even more important, because so many of us 
have failed to obtain the right preparation. Some of us are 
square pegs in round holes and do not belong in nursing at 
all. While we are so many, yet we often are embarrassed 
when we attempt to find the right person for the job. In- 
deed, if we were all well prepared for the work which awaits 
us, and if means could be found for the payment of needed 
nursing service, there would be no unemployment. But the 
situation is made difficult when the unqualified may compete 
with the qualified, and one questions whether any organized 
plan for nursing service can be truly effective while so cha- 
otic a condition exists. 

Probably a first step to rectify the situation is to press for- 
ward in our efforts to secure legislation to make it com- 
pulsory for all persons who nurse for hire to become licensed 
by the state. The nurse registration acts thus far obtained set 
up specific requirements for those who would become regis- 
tered nurses, but in no state is registration required in order 
to practice. Similar protection should be given to the public 
by the licensing of nurses as has been given for many years 
by the licensing of those who practice medicine. Protection 
should also be given the nurse and she should be helped to 
make her profession one which will attract today’s best young 
women. There is no profession which offers a wider or more 
satisfactory field of service to the qualified. 

I would have such legislation provide for two levels in 
nursing. The first, the fully qualified, should demand a much 
higher general and professional education than most of us 
now have. Nursing education of the future should retain the 
best of the past, but it must also recognize new needs, which 
include knowledge to be used in the prevention of disease 


has two main roots and remedies. They and their patients 
need the protection of public policy to say who shall be 
permitted to nurse. Both need also the security and the — 
standards possible as organized service under professional di- 
rection more widely supplants present hit-and-miss ways — 


and the promotion of health as well as that made necessary 
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by the advances in science and medicine in the care of the | 


sick. The subsidiary worker also will always be needed, call 
her what you will, nursing attendant, nursing aide, or even 


practical nurse, although I dislike the term. Perhaps we © 


need more particularly a very good housekeeper with some 
nursing knowledge and skill. I think of her as an excellent 


nursing aide, not a poor nurse. Provision must be made for — 


her education and she must be licensed. 


HE next step in rectifying the nursing situation and mak- 


ing possible a greater amount of nursing care, lies, I believe, 
not so much in change or revolutionizing of procedure, as in 
development along organized lines which long have been 
established in social practice. 

Visiting nursing began in the United States as early as 


1877 with a service started under the auspices of the Wom- ~ 


an’s Branch of the New York City Mission. In the interven- 
ing half century the visiting nurse, more properly the public- 
health nurse, has become the interpreter and messenger of 


1 


health in this country. Today an increasing number of ~ 


young graduates from the best nursing-schools are eager to 
enter this field. Steps already taken in different parts of the 


iene: 


country by various public health nursing associations point — 


to an extension of usefulness for the future. 


These associations are seeking to serve the community — 
as a whole. Many private agencies such as the Henry — 
Street Visiting Nurse Association of New York City have | 
created ‘‘appointment services’? which are being used: ex- | 


tensively by the public, regardless of financial ability. Many 
patients require but one or two hours of skilled nursing serv- 


ice in the day. The visiting-nurse service fills this need, — 
while the payment made by the financially able helps meet 


the cost for those who pay nothing. 

As early as 1895 individual nurses sought to set up a type 
of service under the name of hourly nursing. Some have been 
successful and have contributed to the means by which 
skilled nursing care may be obtained. When only one or 
two hours of nursing are needed, cost ceases to be prohibi- 
tive. The question may well be asked whether the moder- 
ately ill or chronically ill person in the home should seek to 
consume the entire time of a highly skilled individual. 


A service known as group nursing has been inaugurated | 


during the past few years by some hospitals for those private 
patients who either need or desire a greater amount of nurs- 
ing care than the regular nursing staff can supply. In this 
service two and even three patients share the additional 
nursing service and its cost. The nurses caring for these 
patients are usually on duty for shorter hours than when 
caring for an individual patient. In recent years hospital 


* architects have taken the needs for group nursing into con- 


sideration when planning new buildings. 
At the earnest request of nurses, approximately three 
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hundred hospitals have adopted during the past year the 
eight-hour schedule for private-duty nurses. This schedule is 
functioning to some extent in twenty-six states and approxi- 
mately 25,000 nurses now are working under the system. 
The cost to the patient is no greater. The daily income of the 
nurse is lower but as the increase in employment amounts to 
approximately 30 percent, she is finding that her yearly 
financial income balances favorably with that of the nurse on 
twelve-hour duty. The plan makes for a more normal life for 
the nurse and enables her to give better care because she is 
less fatigued. 

Since the early days of her practice the private-duty nurse 
in this country has received her calls for service through cer- 
tain definite channels: the registry conducted by the home 
hospital; the physician who keeps his personal list of avail- 
able nurses; the registry conducted by an individual or 
agency for profit, commonly known as the commercial 
registry; the non-profit professional registry established in 
later years, organized by or affiliated with local district 
nurses’ associations and approved by the state nurses’ as- 
sociation and conducted wholly for service. There are about 
120 of these professional registries in the United States. 
Their reorganization into nursing-service bureaus offers a 
way to a better distribution of nursing service as well as a 
means to adjust cost to the patient and increase the services 
of the nurse. 

Two years ago the board of 
directors of the American Nurses 
Association recommended “that 
as rapidly as possible we work 
toward the end that registries be 
organized as community agencies 
with nurse executives, with a 
board composed of the consum- 
ing public and with an advisory 
committee of representatives from 
the nursing and medical pro- 
fession.”” At present about ten of 
these bureaus meet the standards 
of the Association. Their set-up 
enables them to work closely with 
other nursing and health agencies 
in meeting the nursing needs of 
the community. On the boards of 
these registries, serving in an 
advisory capacity, are representa- 
tives of the medical group, often 
officers of the local medical 
society; lay representatives, often 
including members of the board 
of trustees of the hospital and 
public health nursing associa- 
tion, the business and professional 
women’s club, Woman’s City 
Club, the Rotarians or Kiwanis Club; and nursing represent- 
atives, including members from the field of public-health 
nursing, education, institutional service, and private duty. 

These nursing-bureaus carry on their rolls graduate 
nurses highly qualified for general nursing; graduate-nurse 
specialists, such as the obstetrical nurse, the psychiatric 
nurse and the nurse who is specially qualified to care for 
children; the graduate nurse of long experience as well as 


» the one who has but recently received her diploma; and 


members of the subsidiary nursing group — trained at- 
tendants and “‘practical’’ nurses. The new type of bureau 
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One nurse can serve several not-too-ill patients 
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therefore is equipped to supply nursing service of all types 
and for whatever period of time is desired. 

In the development of such an agency can be pictured 
services which up to this time have not been possible; for 
example, a grading of service, with charges scaled to meet 
the pocketbooks of the users, and regulated as well in ac- 
cordance with the nursing ability of the individual supplied. 
In such a situation the highly skilled nurse of some years’ 
standing who is always in demand could obtain a higher fee 
than the graduate of yesterday. Supervision of the service 
could be given and would benefit both the nurse and the 
patient. It is through such an agency that some plan of 
nursing insurance for the public might be inaugurated to 
provide for the risk not covered in any of the previously 
mentioned arrangements: the cost incurred by the patient 
who requires continuous skilled care during critical illness. 
As the Committee on the Grading of Nursing Schools 
pointed out in their final report (Nursing Schools Today and 
Tomorrow: The National League of Nursing Education) 
under such bureaus with salaried staffs private-duty nursing 
might cease to be a free-lance field. Costs to the patient 
should be less in many instances, but annual earnings of 
nurses higher. The plan would make possible a flexibility in 
service and salary which the Committee considers desirable. 
Such bureaus developed on broad lines would need whole- 
hearted support of all the health 
agencies in the community and 
very probably, until well estab- 
lished, would need to be sub- 
sidized. 

Nursing is not medicine, yet as 
an important factor in health serv- 
ice it is bound inexorably with 
medical practice and any change 
which may take place in the 
economics of medical practice 
will affect nursing practice. The 
extreme interest that nursing- 
organizations and individual 
nurses have taken in the develop- 
ment of their profession is wit- 
nessed by their contribution of 
$136,922 during the past eight 
years toward the support of the 
work of the Committee on the 
Grading of Nursing Schools. That 
Committee took its function to be 
‘the study of ways and means for 
insuring an ample supply of nurs- 
ing service of whatever type and 
quality is needed for adequate 
care of the patient, at a price 
within his reach.”’ Their findings 
(see Survey Midmonthly, Oc- 
tober 1934, p. 308: Too Many Yet Too Few, by Mary 
Ross) and the other studies and the experience of the nursing 
profession during the past decade indicate the broad lines 
that such a development requires. Public policy must set 
and enforce higher standards for nurses, protecting both 
the patient and the qualified nurse. Organized action, in 
which the public and the professions concerned with the 
care of the sick must cooperate under nursing-direction, can 
make nursing more widely available to those who need it, 
improve the quality of the service, and bring greater stability 
and satisfaction to the nurses who give it. 
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These two engravings caricature the merry lot of the doctors who pocket large fees from the rich— 


BACK IN THE SEVENTEEN-NINETIES 


ing home the bacon 


is pay from the poor by carry 


—And the procedure of the doctor who gets h 
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NOBODY LIKED THE DOCTOR 


Nearly all of them have been provided 

by the public either as taxpayers or 
philanthropists. Yet though we have hospitals and own 
them, the task of making them accessible to those who need 
care has been only imperfectly achieved. The problem of 
American hospitals in recent years has become economic 
rather than medical. Now and for a decade past, the knot- 
tiest part of that problem has been to make hospital care in 
acute illness available to people who are accustomed to pay 
for other necessities and many luxuries of life. 

Up to the eighteen-nineties, a patient usually was taken 
to a hospital to remove him from unsanitary and unsatis- 
factory home conditions so that he might recover more 
rapidly or die in peace without endangering his family. 
Thanks to modern medical and scientific progress, hospitals 
no longer are merely asylums or poorhouses. They have 
become professional workshops. Physicians found that 
hospitals afforded opportunities for diagnosis and care 
which equalled or even excelled the service they were able 
to render in their private offices or in the homes of middle- 
class and even of well-to-do patients. Private, non-profit hos- 
pitals conducted by churches, fraternal orders and com- 
munity organizations began to set aside a few private rooms 
in each institution to be used by the attending physicians 
for the care of their private cases. This privilege was granted 
in consideration of the large volume of unpaid service they 
gave to the poor who received free care in these charitable 
institutions. 

The origin of hospitals as places where the poor received 
charity from the government or the church, obligated the 
hospitals to care for patients who could not pay. In most 
instances this was a willingly self-imposed burden. “‘In- 
digency” as applied to hospital care was interpreted to in- 
clude not only ‘“‘paupers” or the present “certified welfare 
cases,”’ but also people who ordinarily were self-supporting, 
but could not pay the costs of hospitalized illness. The addi- 
tion of the well-to-do patients of the attending staff to the 
original charity patients created no new problem of finance. 
However when people of limited or average means began to 
use hospitals, a new burden was imposed. The growing 
facilities of medicine for diagnosis and care inevitably 
brought costs that pushed the self-supporting into the 
“indigent” category where costs of serious or prolonged 
illness were involved. In the non-governmental hospitals, 
low-priced, semi-private accommodations were provided 
for these people of moderate means as well as single rooms 
for private patients and wards for the part-pay and free. 

The United States has developed a social philosophy, one 
principle of which is that the care of the sick is the concern 
of the community. Caring for the unemployed and for the 
indigent members of the community is not the responsibility 
of the voluntary hospital trustee or superintendent. It rests 
upon the community as a whole. Private philanthropy 
usually has led the way in building and partly maintaining 
hospitals, first for the sick poor, then for the well-to-do, and 
finally for the middle-class. When private philanthropy was 
unable to finance the growing demand created by its suc- 
cessful demonstration of the advantages of adequate hospital 
care, an expanding social consciousness forced the ac- 


‘| American public owns the hospitals. 


ceptance of responsibility by government. Public funds ~ 


thereupon built and maintained hospitals for the care of 
patients with contagious, mental, tubercular and chronic 
diseases (which were dangerous to the community or 


HALF-EMPTY HOSPITALS 


patently too costly to be borne by family budgets,) and to a 
lesser extent for patients with acute diseases. In prosperous 
times, approximately 30 percent of the people who received 
hospital care in acute medical and surgical illnesses were 
treated in local governmental hospitals at the expense of tax 
funds. Another 20 percent of the patients with acute illness 
were cared for at no cost to themselves or less than cost 
in non-governmental hospitals. 

During the past five years the growth of American hos- 
pitals from 892,000 to 1,027,000 beds has come almost ex- 
clusively in government institutions. Today governmental 
hospitals comprise 28 percent of the hospitals in the United 
States and contain 66 percent of the hospital beds; last year 
they cared for more than a third of all hospital patients. 
Private non-profit hospitals represent 48 percent of the 
hospitals, contain 27 percent of the hospital beds and care 
for 63 percent of the seven million patients. The small re- 
mainder in each instance represents the proprietary and in- 
dustrial hospitals. Most of the governmental hospital beds 
(76 percent) are in hospitals for mental and tuberculous 
patients. Seventy-six percent of the beds in the private non- 
profit, or voluntary hospitals, are in general hospitals which 
care for patients with acute medical and surgical conditions. 

The number of patients in all hospitals has risen during 
the depression. In 1929 the average daily census was 726,766; 
in 1933 it was 801,271. Although governmental hospital 
beds were increased during that period by nearly 112,000, 
governmental hospitals were 88.9 percent filled in 1929, 
90.1 percent in 1933. Individual institutions are jammed to 
125 percent of their rated capacity. Non-government hospi- 
tals, increased by less than 8000 -beds, dropped from an 
average occupancy of 64.6 percent in 1929 to 55.3 percent 
intl933: 


UR voluntary hospitals have relied largely upon pay- 
ments from patients for their support so that the de- 
cline in occupancy has meant a serious loss of income. In 
prosperous times, the loss might have been offset by addi- 
tional gifts or increased income from endowment, but during 


the past five years both gifts and endowments have almost - 


universally declined. Most community chests have been 
forced to reduce their contributions to hospitals. Coupled 
with the loss of income from all sources, there has been also a 
sudden increase in the number) of people in need of care 
who were unable to pay the full cost. The result is a crisis in 
finance which must be met if voluntary hospitals are to 
continue to exist. 

To meet the loss of income, every effort has been made to 
reduce the cost of hospital care and at the same time to 
maintain high standards of professional service and to keep 
hospital services available. Hospital executives have ap- 
proached the limit of possibilities in internal efficiency. 
There are ‘“‘readiness-to-serve”’ costs in a hospital which are 
independent of the number of patients served, such as gen- 
eral administration, nursing supervision, heat, light, power 
and maintenance. These are nearly as large when a hospital 
is half filled as when it is running at 80 percent of its capacity. 
Efficiency is to be solved by policies which increase utiliza- 
tion of the hospital rather than those which reduce outlay. 
The significant problem is raising revenue rather than 
reducing costs. 
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BY N. W. FAXON, M.D. 


The problem of increasing revenue resolves itself into two 
parts; first, the need for payment on behalf of patients 
wholly unable to pay for themselves—that is, the indigent; 
second, the need to increase revenue through greater use of 
facilities by paying patients. 

For several years, voluntary hospitals in certain states, 
notably New York and Pennsylvania, have received some 
tax funds for the care of indigent patients. In a number of 
other states, county and city governments have made annual 
appropriations towards the support of voluntary hospitals 
for free service rendered, especially where no governmental 
hospitals existed. Even in cities and counties with large 
governmental hospitals, the depression has forced local 
governments to assign to voluntary hospitals patients whose 
care was paid from tax funds. Throughout the United States, 
there are only 450 city and county hospitals for the care of 
patients with acute illnesses. The remaining 2600 counties 
must utilize voluntary hospitals for this kind of care if it is 
to be provided for the poor. Even where they are available, 
there are not enough beds in governmental hospitals to care 
for all indigent patients. Since contributions to voluntary 
hospitals cannot finance the cost of service to indigent pa- 
tients, their care must be financed from tax funds. Public 
opinion must force this issue. Unless federal, state, county 
and municipal governments deny or repudiate the principle 
of governmental responsibility for the care of the indigent 
sick, they must take action that will provide care of the sick 
poor in governmental hospitals or pay for that care in volun- 
tary hospitals, making such use of existing facilities as com- 
mon sense dictates. 

The care of patients with acute diseases always has been a 
matter of local responsibility. So was the administration of 
relief. During the depression, the cost of relief rose to such 
an extent that first state and then federal aid was sought and 
given. Similar aid has been sought for the care of the in- 
digent sick. City and county hospitals contain a much larger 
number of patients not on relief than of patients who are 
receiving relief. The use of federal funds for the hospital 
care of relief cases would only slightly lighten the burden of 
local taxpayers or philanthropists. Federal aid has been 
granted for the medical care of relief cases in the home, for 
the out-patient department care of transients and the hos- 
pital care, through the Federal Employes’ Compensation 
Commission, for injured Civil Works Administration work- 
ers; but no federal aid has been granted for the care of relief 
patients in hospitals. The federal policy has been that if a 
community could finance this care, well and good; if not, 
let them go without it. This is manifestly unjust. It should 
be righted. 

The other horn of the dilemma, is the problem of the ordi- 
narily self-supporting ,patient: to find some method of pro- 
viding hospital care at a price he can afford. The inadequacy 


All but the sturdiest family incomes break under the costs of 
hospitalized illness. Because people cannot pay for what they 
need, public hospitals are jammed and many voluntary hospi- 
tals half empty. Dr. Faxon finds the answer to the plight of hos- 
pitals and patients in group-insurance plans and public money 


of patients’ payments as a basis of hospital support has re- 
sulted not so much from patients’ dissatisfaction with the 
costs of service as from their inability to pay even reasonable 
prices at the time of illness. Hospital bills are particularly 
difficult to pay. They are relatively large; they are usually 
accompanied by other expenses; they come at the end of a 
serious illness and are unpredictable both as to time and 
amount. Consequently many people who are able to pay for 
general professional services, for patent medicines and in 
general for the necessities and luxuries of life, are not able to 
pay for a hospital illness at the time it occurs or within a 
reasonable period afterward without materially changing 
their mode of living. 

From the patient’s viewpoint the cost of hospital service 
is only a part of the whole problem of hospitalized illness. 
Forty percent of the total cost of such illness goes for hospital 
care; another 40 percent for physicians’ or surgeons’ fees and 
20 percent for private nurses and medical care before and 
after the stay in the hospital. It is not sufficient to be able to 
finance a hospital bill alone. 


NE solution now being tried on behalf of both patient 
and hospital is to develop plans for all-inclusive rates, 
including the costs of hospital service, physicians’ fees and 
private nursing, graduated according to the patient’s ability 
to pay. The first institution in the United States to experi- 
ment openly with such a plan was the Baker Memorial Unit, 
established in 1930 by the Massachusetts General Hospital. 
In a building especially planned to permit economies in 
group nursing, there are accommodations limited to people 
of moderate means. Each applicant is interviewed before 
admission. A schedule of physicians’ and surgeons’ fees has 
been established by the medical staff with the understanding 
that no medical or surgical fee or both combined shall ex- 
ceed $150, whatever the nature or duration of the illness. 
The regular rate for hospital care is about the same as for 
similar accommodations in other local hospitals though there 
are economies in nursing charges and fees of laboratory and 
other special services. Occupancy has grown steadily. 

The average cost of a hospitalized illness at the Baker 
Memorial during the past four years has been $160 including 
all costs—hospital charges, medical fees and special nursing. 
This is considerably lower than the average expenses in- 
curred in institutions of like rank in similar metropolitan 
areas. The combined fee makes it possible for people to 
predict costs more accurately and plan for payments, if need 
be in instalments. Although this plan is an improvement and 
acceptable to many people who can pay its costs, it fails to 
deal with one important phase of sickness, the unevenness of 
medical expenses. The average cost is $160, but the actual 
bills of different patients range from $50 to $500 according 
to the length and kind of care required. Persons who could 
pay $160 might be unable to pay $500. 

It is possible, however, for a group of people to do what it 
is impossible for one person or one family—to distribute and 
so to budget the costs of medical care. The 
amount and cost of hospital care for any group 
of known composition can be predicted with 
reasonable accuracy. It will vary from $5 to $12 
per person per year, according to the services 
included and the general price level of the com- 
munity. Such a plan places a method of provid- 
ing hospital care upon a financial basis that is 
within the means of (Continued on page 637) 
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NCE I attended a convention of dentists and lis- 

tened to some excellent papers on dental progress. 

Instead of being fascinated, however, I was bored 

and irritated. I couldn’t become interested in the progress of 
dentistry because I had a toothache. 1 was too involved emo- 
tionally in a very personal problem to pay attention to 
progress. Perhaps this may be considered as an example of 
the unfortunate way in which some of us—including pa- 
tients and doctors and employers—sometimes have been 
hemmed in by our personal difficulties so that we can’t 
think about ways of solving them for ourselves and others. 
I prefer to remember another time when a serious illness 
worked the other way and re-enforced a long-standing desire 
to find out how everyday people could afford to keep well. 

I have been embarrassed throughout my life by a wide- 
spread assumption that my concern for public welfare, par- 
ticularly the welfare of employes, is due to some exceptional 
tender-heartedness. The myth would not be so embarrassing, 
perhaps, if it could only be sustained; but it is embarrassing 
to have those who do not know me jump to such a conclu- 
sion while many of those who have had excellent opportuni- 
ties for close observation size me up as an unfeeling skinflint. 
I do not think that I am either. My theory concerning my- 
self is that I am, by and large, just another human being, 
but with a faulty memory for names and dates and addresses. 
I have been moved deeply, I know, by hearing that some 
salesgirl had lost her father and that the whole burden of 
supporting the family had suddenly been thrown on her. 
The next moment, however, I might forget which salesgirl 
it was; and a person with that sort of memory is not likely 
to be given credit for much human sympathy. From the 
standpoint of social welfare, of course, it may not make any 
difference which impulse it was, but from the point of view 
of the average person it might make a lot of difference. 

It is likely, therefore, that my interest in social welfare is 
due in part to this bad memory for who’s who. Thousands of 
employers must have seen the same things that I have seen. 
They must have seen their organizations disrupted by sick- 
ness, and their employes discouraged and broken by the 
costs of sickness and the costs of medical care. Many of them, 
with better memories than mine, have been so considerate 
toward individual sufferers as to become heroes in the eyes 
of their immediate employes. Doubtless, they have done all 
they could along the lines in which their minds were work- 
ing, but they have not gone in very heavily for basic social 
problems and what they call ‘‘abstract theories.” With my 
particular handicaps, I had to. 

I had to go in for fact-finding. It wasn’t enough to know 
that so-and-so was sick. I had to find out how much sickness 
there was in the organization, and what could be done about 
it. I had to find out, not only what the organization could do 
for its individual members, but what it could keep on doing— 
which means, speaking vulgarly, what it could do without 
losing money. For competition was keen; if the organization 
did more than it could afford to do for its employes, some 
organization which did not do so much would undersell us, 
and presently we would have no business and no resources 
with which to do anything. Exit, then, the last vestiges of 
charity. If we intended to do anything about sickness, and 


GOT THAT WAY 


An Employer's Viewpoint 
BY EDWARD A. FILENE 


to keep on doing it, we would have to confine ourselves to 
some course which would be good for the business and by 
which we could continue to make money. 

Exit, also, heroism. People love heroes and like to read 
about them; but there is no heroism involved in saving a 
man’s life if one’s reason for doing so is that the man is a 
faithful employe and his loss would seriously disrupt the 
organization. But there is a lot of life-saving involved in this 
matter-of-fact approach to the problem. There was heroism 
galore in the old days when so many factories were death- 
traps; but the factories continued to be death-traps until we 
quit depending upon heroism and set about, in a matter-of- 
fact way, to make our factories safe. Even then, the most 
notable advances were made, not by humanitarian agita- 
tion, but by the business discovery that safety devices were 
cheaper in the long run than accidents. What this country 
needed, it seemed, was not more heroism but more sordid 
life-saving. At any rate, that is what it got, and nobody 
regrets it. 


TORES, of course, were not quite such death-traps as fac- 
tories; but we discovered many ways by which we could 
reduce illness among our employes by greater cleanliness 
and better sanitation and ventilation. We could afford such 
luxuries, for they all helped our business instead of hurting it. 
It was the custom in most stores, however, for employes to 
work as long as they were able to work, not laying off 
because of illness until they had some definite breakdown. 
Naturally, we wanted them to work steadily, and did not 
have to do much to encourage this custom. When we studied 
the facts, however, we discovered that the custom was not a 
good one, either for our employes or for us, and that it did 
not result in employes working more steadily. It resulted, 
rather, in their breaking down, and then having to lay off 
much longer than might have been necessary if they had 
seen a doctor and even been put to bed at the first sign of 
illness. 

Store employes, however, could not afford to see a doctor 
every time they happened to catch a cold; and our employes 
were no exception, even though Filene’s at this time was 
paying the highest wages in the retail trade. In 1900, I think 
it was, we began a study which led to the establishment of 
the first store clinic. It was all experimental. We had to 
find our way as we went along. Practically all the authori- 
ties in such matters told us, for instance, that a clinic must 
keep a full and accurate record of every case which comes 
before it. But those clinics which adopted this rule soon had 
few cases. Our clinic refused to keep any case records what- 
ever; and in a very short time our employes were generally 
availing themselves of its services. 

We were criticized bitterly for this refusal. It seemed to 
those who had made a thorough study of health clinics that 
we were simply flying in the face of facts. The only scientific 
course, obviously, was to keep a record of every case, unless, 
by doing so, we would fail to get the cases—and on that point, 
we had done a little fact-finding of our own. 
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Doctors’ bills are paid out of the profits of health, not of sick- 
ness. Hence, declares Mr. Filene, it is more profitable for 
everyone to plan service to produce health, rather than wait 
until sickness has the patient—and the doctor—in the red 


We did not know as much about medicine as some of our 
critics did, but we had learned a thing or two about store 
employes. We discovered that they would not apply to the 
clinic if it meant that a complete record of all their physical 
failings should get into the hands of their employers. This 
was partly due, no doubt, to reticence, which was then a 
much larger factor in the average American’s life than it is 
today. But it was also due to the traditions of the class strug- 
gle from which our organization was desperately trying to 
escape. There was a definite fixation in the minds of em- 
ployes that they must keep their weaknesses hidden from 
their employers. Considering the traditions of the class 
struggle, no one could blame them for this. Getting a job 
was something in the nature of a horse-trade: let the buyer 
become aware of any defect, and the seller would seem to be 
at a disadvantage. Employes, then, would take almost any 
risk to avoid the possibility of having all their weaknesses 
placed on record. Only when it was discovered that no 
records of any kind were kept, did our employes use the 
clinic freely. When it was used freely, however, results ex- 
ceeded all expectations. 

It was not the purpose of the clinic to supplant the family 
doctor. Applicants who seemed to need regular medical at- 
tention were referred to their family doctors. Only when it 
was later discovered that some of these doctors had ques- 
tionable records, and had been selected by the families be- 
cause of their good looks or their hearty personalities, were 
patients encouraged by us to select doctors whose records 
were not so questionable. 

The clinic cost us very little. Dr. L. R. G. Crandon, whom 
we selected ‘to conduct it, set his own salary—which 
was one dollar a year. Those who know Dr. Crandon know 
that he had but one thought in doing this—that he wanted 
to give his services for the prevention of illness rather than 
’ to make money by treating the ill. Those who are acquainted 
with the developments, however, know that he lost nothing 
by this unselfish devotion. Hundreds of Bostonians soon 
decided that they wanted that kind of a doctor and he still 
is one of the most sought-for physicians in Boston. 


AR was in the year of the flu epidemic that the public first 
became aware of the value of this clinic; for our store 
record in that epidemic was printed as first-class news 
throughout the country. This record was achieved, needless 
to say, more by the prevention than the treatment of the flu. 
We did our best even to prevent fear of the flu, but not by 
the methods of the faith-healers. 

Our employes came to the clinic at the first sign of a cold. 
Colds, then, were treated as colds—and it may have seemed 
that they were treated lightly—although, if the patient 
showed any run-down condition, everything possible was 
done to build up his resistance. Temperatures, of course, 
were always taken. If one was running a temperature, he 
was taken home and put under the doctor’s care at once. 
If not, he was asked to report again in a couple of hours. 

And we did not cease our interest in the case when the 


employe reached home. It may seem to some 
that we “interfered” with their private lives, but 
the families were generally grateful for this sort 
of interference. We did our best to allay worry 
while emphasizing the need of scientific caution. 
We pointed out the necessity of fresh air and open 
windows—often in violation of an ancient family 
tradition. And if the family doctor did not think 
it necessary for his patient to have fresh air, we impudently 
refused to bow to his superior wisdom and did our best to 
eliminate that family doctor. This may have been inde- 
fensible paternalism on our part. All we can say in our own 
defense is that we lost only five out of 3000 employes in that 
epidemic; and this record was achieved by methods which 
greatly increased our profits. The public, it seemed, preferred 
to trade in stores which were taking the utmost precaution 
against the spread of the flu. 

We could not have such an experience without learning 
something about the cost of medical care. Preventive medi- 
cine, obviously, paid for itself many times over. On the 
other hand, employes who did break down and had to have 
constant medical treatment, for any extended period, were 
often left in a pitiful condition even after they had regained 
their health. Sometimes all their savings had gone for doc- 
tors’ bills. Frequently, they found themselves desperately in 
debt; and this very desperation unfitted them to cope with 
their problems as competently as before. 


Tee doctors, it might seem, made a living out of such 
breakdowns among working people. But did they? Be- 
cause of the breakdowns, a large percentage of their pa- 
tients were never able to pay, and all the bills that were 
paid were paid, obviously, out of the profits of health and not 
out of the profits of disease. This realization led to a curious 
lot of business fact-finding, not concerning the treatment 
of disease, but concerning the business of selling this 
treatment. 

Doctors, like most of us, are in trade. Ours is a civilization 
based upon trade and they cannot help being in it. In sucha 
civilization, we exchange the services which we give to 
others for the services which we want from others. As a rule, 
however, we do not serve directly those who serve us. Doc- 
tors serve their patients and are served in turn by millions 
and millions of people who are engaged in producing and 
distributing the things which doctors buy. The patients give 
the doctors money, if they have it; but whether they have it 
or not depends usually upon whether they are ‘“‘working”— 
that is, whether they are selling and receiving money for 
their services. When they are sick, they aren’t working and 
are not, as a rule, receiving any money. In most cases, ex- 
tended sickness exhausts the savings of the sick and makes it 
impossible for them to pay for medical care. 

If the doctors are not paid for their services, however, 
they cannot buy what they would like to buy. That is 
another way of saying that they cannot employ those whom 
they would like to employ. And if either doctors or patients 
pay more than it is necessary to pay for any service which 
they receive, they will be unable to purchase all the services 
which they would like to receive; which means that as a 
result people can not be employed, to the extent that they 
might be employed, in providing those services. 

But in medical practice, I noted, one doctor may accom- 
plish more in ten minutes than another of equal skill can 
accomplish in ten visits. The difference (Continued on page 628) 
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When you go behind the graphs and the 
tables of vital statistics, you find us. In the 
palmy days of 1929 three out of five of our 
families could not afford to pay for medical 
care. At the same time more than a third of 


our family doctors failed to make a living 
wage. Are there too many doctors? Or do & 


they need all of us as we need all of them? £ 
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CAN HEALTH BE BOUGHT? 


BY C.-E. A. WINSLOW, D. P. H. 


If we want health and life, have we honest reason to believe 


that they can be bought for a people? If we choose to buy, 


have reasonably clear objectives in view. If 

the plan is to be pursued with vigor and 
determination it is essential that a sufficiently 
large group of social and political leaders shall 
be convinced of the value of the ends to be at- 
tained. Before attempting to follow the paths laid 
down by enthusiasts the thoughtful have a right to ques- 
tion. Does it make a difference, after all, what is done about 
health? Won’t people be well if they are going to be well, 
and sick if they are going to be sick? Is what public health 
and medicine offer worth all the fuss that is made about 
it? 

Logically, of course, the first problem involved concerns 
the desirability of health itself. This is, however, one of those 
questions about which it is.futile to argue. Values are emo- 
tional things. If one does not desire health and long life, this 
issue of Survey Graphic can have no possible interest. There 
have been periods in the world’s history when numbers of 
people considered that physical health was a handicap to 
spiritual development and that death was a “happy des- 
patch” to the really desirable life beyond the grave. Today, 
however, such a viewpoint is rare. We may assume that any 
who may care to read this article consider health and long 
life as worth-while ends. Taking the desirability of the aim 
for granted, our problem then may be stated as follows: 
“‘Can public health and medicine really promote health and 
longevity in a degree commensurate with their cost?” 

This question I should like to attempt to answer as hon- 
estly as possible. There are difficulties in the way, of course. 
In his Trattato di Sociologia Generale a great book of all time 
whose 1800 pages should be required reading for every 
student of the social sciences, Pareto has made us vividly 
aware of the infinitesimal part played in human affairs by 
the “logico-experimental’’ processes of scientific thought. 
He shows how largely our conduct is controlled by what he 
calls the “‘residues”” (emotional and instinctive beliefs) which 
are dressed up in a deceptive livery of reason by the logical 
or pseudo-logical “‘derivations”. The pitfalls of such pro- 
cedures are set thick about any path of scientific thinking. 

I am perhaps less handicapped than some who might 
try to answer the question which we are considering. I am 
not a practitioner of medicine or public health and so am 
at least free from direct economic incentive to magnify the 
importance of these arts. A college professor is paid to find 
and expound the truth and nothing else. Yet even a college 
professor is influenced in a powerful degree by personal rela- 
tions with his pupils and with the subject which he teaches. 
I should like medicine and public health to be important so 
that my students may get good jobs, I should like medicine 
and public health to be important because the more impor- 
tant they are, the more fully am I justified in devoting my 
life to these subjects. So I too am influenced by my own 
“residues” and I too am unconsciously tempted to rational- 
ize those residues into the form of specious arguments. I shall 
try my best to overcome this tendency and stick closely to 
the “logico-experimental path”; but I present this introduc- 
tory warning in order that the reader may watch me care- 
fully to be sure that I do not wander far from it. 


we are to plan for health it is necessary to 


where and how get the best return? Professor Winslow adds 
up the striking figures which show that within natural limita- 
tions public health is purchasable and outlines the ways 
ahead toward which past experience and present need point 


The thesis which we are considering would probably be 
considered as axiomatic by many members of the public- 
health profession. Yet I sometimes wonder how many health 
officers really hold it as a vital belief rather than merely a 
verbal formula. It was Dr. Hermann Biggs who coined the 
slogan, ‘Public Health Is Purchasable. Within Natural 
Limitations a Community Can Determine Its Own Death 
Rate.” Dr. Biggs really believed this; and I have often thought 
that his strength as a leader in great measure grew out of this 
belief. The calmness with which many health officials accept 
cuts in their budgets would seem to throw some doubt on the 
vitality of their conviction. Certainly the general public does 
not hold the conviction that health is a vital matter or such 
cuts would not be made. If the antithesis between dollars and 
lives really were accepted there could be no doubt of the 
answer. We should not continue as taxpayers to spend for 
public health only one sixth as much as for fire protection, 
one seventh as much as for highways, one ninth as much as 
for police protection and one thirty-second as much as for 
education. ‘ 


1 Bis modern public-health campaign has developed with 
the evolution of the science of bacteriology through the 
past half century. If we wish to measure its achievements we 
should consider, first of all, the changes in mortality which 
have taken place during the intervening period. Let us take 
the city of New York as an example, although admittedly an 
extreme example. In 1881 the general deathrate in New 
York was over 30 per 1000 population per year. In 1890 it 
still was over 25. In 1900 it had fallen to 21, in 1910 to 16, 
in 1920 to 13, in 1930 to 11. This is a decrease of more than 
60 percent in fifty years. If we consider what this means in 
the elimination in a half century of nearly two thirds of all 
the fatal sickness of a community and an immeasurable 
amount of sickness which did not kill, it is clear that it 
represents one of the most remarkable and significant social 
phenomena in the history of the human race. The phe- 
nomenon is, as we have said, an extreme one, because the 
deathrate of cities fifty years ago was much higher than that 
of rural areas. Such data as are available from old church 
records suggest that the deathrates of rural communities in 
New England have changed but little in two hundred years. 
Even today industrial urban areas have on the whole 
slightly higher mortalities than rural areas in spite of the 
poverty and lack of medical and health services which char- 


acterize the latter. Public health is an essential antidote to - 


the hazards of industrial and urban life. What can be ac- 
complished in reducing the naturally low mortality of rural 
communities we know only from a few isolated exam- 
ples since in only a dozen or so rural counties in the 
United States have we anything like adequate health 
machinery. 
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To obtain a fairer picture of the total situation we may 
examine the statistics of the total Registration Area of the 
United States. In 1900 the deathrate from all causes in the 
Registration Area was 17.5 per 1000 as compared with the 
rate of 21 for New York City. In 1920 the general deathrate 
for the Registration Area was approximately the same as 
that for New York City, 13 per 1000. By 1930 it had fallen 
to 11.3 per 1000. The reduction in mortality for the country 
as a whole was far less than that registered for the large 
cities and for two reasons. The rural rates were never as 
high as those which prevailed in congested urban areas; and 
in rural communities no effective health machinery has been 
provided to reduce them still further. However, even a de- 
crease of 25 percent in the total deathrate for the whole 
Registration Area is no mean achievement. 

There remains of course the question whether this decrease 
in mortality is really the result of the application of public- 
health procedures or whether it may be attributed to some 
other cause. The Registration Area was increased between 
1900 and 1920 and the inclusion of more rural states might 
have tended to reduce mortality rates for the area as a 
whole. Improvement in economic status has sometimes 
been credited with an important influence—although the 
continuance of falling deathrates during the depression 
period since 1929 negatives this argument rather conclu- 
sively. Other authorities have invoked vague and hypo- 
thetical factors of general social progress, biological varia- 
tions in the invading germ or the human host, and the like. 


HE answer to such doubts is to be found in an analysis of 

the components of the deathrate which have actually 
contributed to the total result. Such an analysis for the ten 
original registration states and the District of Columbia in 
1900 and 1932 is presented in the table below through the 
courtesy of the Metropolitan Life Insurance Company. 


Deaths Reduction 
per 100,000 per 100,000 Percent 
population population reduction 
1900 1932 
Cause of Death: 
Typhoid Fever 31.3 tid 30.2 96.5 
Diphtheria 40.4 225) 37.9 93.8 
Diarrhea and enteritis 139.9 10.2 129.7 92.7 
Tuberculosis 195.2 58.8 136.4 69.9 
Total four causes 406.8 72.6 334.2 82.2 
All other diseases 1229.0 960.5 268.5 21.8 
External causes 83.7 94.0 (10.3)* (12.3)* 
All causes 1719.5 112724 592.4 34.5 
* Increase 


It is apparent that of the total decrease in mortality (592 
deaths per 100,000 population) much more than half (334 
deaths per 100,000) has been contributed by four diseases 
alone; typhoid fever, diphtheria, diarrhea and enteritis, and 
tuberculosis. The death toll from the first three of these 
diseases has decreased over 90 percent and that from tuber- 
culosis about 70 percent while the deathrate from all other 
diseases taken together has diminished by less than 22 per- 
cent. It can scarcely be an accident that the four diseases 
which are so strikingly diminished are precisely those dis- 
eases which have been made the objectives of organized 
attack by the health forces of the country. 

Deaths from tuberculosis have decreased to this extent 
because isolation of open human cases and pasteurization 
of milk have reduced the proportion of the population in- 
fected (as shown by tuberculin tests) and because early 
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diagnosis and sanatorium treatment and the progress of 
personal hygiene have built up the resistance of those who 
do receive infection. There is not the slightest warrant for 
invoking hypothetical social or biological forces except in- 
sofar as social progress has facilitated the practice of personal 
hygiene. Diphtheria has been controlled by antitoxin treat- 
ment and, in recent years, by active immunization with 
toxin-antitoxin and toxoid. Diarrhea among infants has 
fallen as a result of pasteurization of milk and education of 
mothers as to the care and feeding of children. Among other 
communicable diseases similar factors have been at work; 
and the 22 percent decrease in “all other diseases’’ is in large 
part as clearly traceable to definite and known causes. The 
table opposite is only a rough illustration. When analysis 
is carried further it appears that those causes of death which 
weknow how to control and have vigorously attempted to con- 
trol have fallen, while those diseases which we cannot control 
or have made no serious effort to control show no decline. 
The relation is one of cause and effect. ‘Within natural limi- 
tations a community can determine its own deathrate.” 
We must perforce base our analysis of health achievement 
on mortality rates because we have in this country no com- 
parative data with regard to morbidity. There is, however, 
one point which should be considered in this connection. 
Some critics of the public-health program have suggested 
that the entire basis of this program is unsound and that its 
net effect will be to weaken the human race by interfering 
with processes of natural selection. This viewpoint is based 
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on an analogy between words rather than on any resem- 
blance between actual conditions. We may admit for pur- 
poses of argument that selection may play an important role 
in preserving certain adaptive biological variations. We have 
no evidence, however, that any such individual adaptive 
variations exist with regard to natural immunity against 
diseases like smallpox and typhoid fever. So far as we are 
aware, the fact that a given individual dies from one of these 
diseases has no relation whatever to any special fitness on his 
part. If 100 persons are infected, a certain proportion of 
them will die, whatever their constitutional status. 

In the case of tuberculosis and infant diarrhea where 
natural resistance does play a part there is another fallacy 
to be avoided. “‘Fitness” for recovering from tuberculosis 
has nothing to do with “‘fitness” for living in general, and to 
assume that a person saved from tuberculosis is a less vigor- 
ous member of the community in general is absolutely un- 
warranted. It might be argued—it has, indeed, been 
argued—that by building up a population lacking in ac- 
quired immunity (a wholly different thing from natural 
resistance) the anti-tuberculosis movement might expose us 
to the threat of widespread and acute infection with the 
disease. ‘This view was plausible as a theory; but experience 
has proved its falsity. During the past half century the pro- 
portion of persons reacting negatively to tuberculin tests has 
enormously increased but the deathrate from the disease 
continues steadily downward. 


5 URTHERMORE, there is another side to this question 
which is vastly more important than the fear of interference 
with natural selection. We do know from definite evidence 
that a person who has had typhoid or scarlet fever and re- 
covered is very often injured in some vital fashion by the 
attack, so that mortality from other causes is distinctly in- 
creased for several years after recovery from the primary 
infection. For every death saved by public-health measures 
there are also eliminated many other cases of injury obvious 
or remote. This influence must vastly overbalance any 
hypothetical contra-selective action. We may say with con- 
fidence that the decrease in mortality which has been ac- 
complished during the past half century has not only in- 
creased the proportion of the population surviving to adult 
and middle life but has also increased the health and vigor 
of the group surviving to a given age period. 

So much for the general results of the public-health pro- 
gram as they are manifest in the country as a whole with its 
relatively meager application of that program. Let us see 
next what has happened in certain special communities 
where more intensive efforts have been made. If a half- 
adequate type of health machinery has achieved notable 
results, will a still better organized program yield even 
better ones? 

We may take the case of Syracuse, N. Y., as an example 
of what can be accomplished in this regard. In the decade 
1912-1921 this city had a health organization somewhat 
better than the average. In the year 1922 its total expendi- 
ture from official and voluntary sources for all recognized 
public-health procedures was approximately $180,000 a 
year or about $1 per capita. In 1923 an intensive demon- 
stration of the value of really adequate health machinery 
was begun with the aid of the Milbank Memorial Fund. By 
1931 (with the Milbank aid almost wholly withdrawn) the 


total cost of the health program had mounted to a little ~ 


more than $450,000 or $2.08 per capita. The accompanying 
changes in the deathrate are indicated in the table above. 
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Percent Reduction Annual number 
1912-'21 1922-'31 
compared compared 

ith compared with 


Deaths per 100,000 1922-"31 


with w 
1902-11 1912-'21 1922-'31 1902-11 1912-'21 
Acute communi- 
cable diseases! 64 52 22 19 58 70 
Tuberculosis 116 95 51 18 46 103 
Infant diarrhea 109 74 19 32 74 126 


1 Diphtheria, measles, scarlet fever, typhoid fever, whooping-cough. 


It will be noted that in the decade 1912-1921, with ordi- 


nary conventional health machinery and an expenditure of ~ 
about one dollar per capita the deathrates from the three — 
causes or groups of causes mentioned were fairly low for the — 
period and were going down slowly. The doubling of the — 
health appropriation and the intensified campaign thus © 


made possible was associated with a twofold acceleration in 
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of lives saved 


1912-'21 . 
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the rate of decline and with a further reduction in the death- ~ 
rate from the specified diseases (as compared only with the ~ 


decade 1912-1921 and ignoring all previous gains) amount- 
ing to a saving of 300 lives a year. 

Applying the calculations of A. J. Lotka and Louis I. 
Dublin in The Money Value of a Man to the actual age 
periods at which these reductions in deathrate were opera- 
tive, I have computed elsewhere (A City Set on a Hill. 
Doubleday, Doran and Company. 1934) that the additional 
life saving accomplished during the demonstration period 
was equivalent to an economic gain to the community in 
excess of $3 million a year. The total cost of the maximum 
health program was, as we have seen, less than one sixth 
of this amount. It would seem that a two dollar per capita 
health expenditure is in accord with sound social economy. 

Syracuse is a city, and we have seen that the relatively high 
urban deathrates are particularly susceptible to the influence 
of public-health measures. Rural areas have much lower rates 
to start with. The question naturally arises whether they 
are not as low as can reasonably be expected. If so, perhaps 


we can regard the almost complete lack of organized health i 


machinery in our rural counties with equanimity. 


NOTHER Milbank demonstration in Cattaraugus 
County, New York, seems to give us an answer to this 
question. In 1922 this county spent $3+,000 for all the 
standard public-health purposes, about fifty cents per capita. 
In 1923 the demonstration program was inaugurated and the 
expenditure for health protection rose to $160,000 in 1929 
or more than two dollars per capita. 

The results are indicated in the accompanying chart. It 
will be noted that deathrates from diphtheria and tubercu- 
losis and infant mortality were all very low before the demon- 
stration and were all maintaining themselves at practically 
an even level. As the demonstration began to operate, all 
three rates fell sharply to a new level in a way far beyond 


any possibility of chance and with no other social or biolog- — 


ical change to account for the phenomenon. The reduc- 
tions accomplished (as compared with the low level of 


1915-1921) corresponded to the saving of 5 lives a year from — 


diphtheria, 14 from tuberculosis and 20 from diseases of 
infancy. I have computed (Health on the Farm and in the 
Village. Macmillan Co. 1931) that the saving of these 39 
lives corresponds to an annual economic saving of $300,000 
a year—or double the entire cost of the maximum health 
program. It appears that even in rural areas with initially 
low deathrates public health pays dividends. 

The achievements of the public-health program during 
the past half century are then very clear and definite. 
Furthermore, the results attained in a given community 
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bear a direct relation to the concrete efforts which that 
community has made to apply this program. The sceptic 
may, however, ask whether this is not all a matter of past 
history. Typhoid fever and scarlet fever and diphtheria have 
been practically eliminated as important causes of death. 
Tuberculosis and infant 
mortality have been re- 
duced to modest propor- 
tions. This is granted; but, 
these easy and obvious re- 
sults having been attained, 
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the problem or the most meager facilities for its solution. 

It is significant that one great obstacle up to the present 
time has been the high cost of the long course of treatment 
necessary for effective control of the disease. Except in war- 
time, when public considerations were obvious and para- 
mount, there has been 
little public provision for 
the care of syphilis in con- 
trast to the network of 
sanatoria we have built up 
to protect patients and 
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is there really anything else 
which can be done? Are not 
the diseases which remain 


+ 


ourselves from tuberculosis. 
The problem of controlling 


ss, INFANT eas syphilis is simpler than 


~ 


to plague mankind of such 
a nature as to be beyond 
our control? May we not 
assume that sanitary sci- 


that of tuberculosis in one 
way, since ordinarily the 
patient can go about his 
work and does not require 


ence has done its work, 
consider the chapter closed 
and merely maintain a 


bed care. Probably just for 
that reason, however, we 
have been slower to grap- 


skeleton health organiza- 
tion sufficient to retain the 
ground already won? 


ple with this dangerous 
and communicable  dis- 
ease, though under our 


On a priori grounds we 
may regard such an as- 
sumption with suspicion, 
for it is exactly the assump- 
tion that was made fifty 
years ago with regard to 
the conditions which we 
have now learned to con- 
trol so effectively. We have, however, some direct evidence 
which bears upon the point. 

In the first place, there is much more to be done along 
the particular lines which have already proved so profitable. 
Tuberculosis, while reduced to a small fraction of its earlier 
importance, still remains one of the major causes of deaths. 
What has been accomplished in such cities as Syracuse, 
Rochester and New Haven can and should be accomplished 
in other cities. What has been done for tuberculosis and 
diphtheria and infant mortality in Cattaraugus County can 
and should be repeated in the other 2000 rural counties of 
the United States, most of which lack even a semblance of 
modern health organization. Even typhoid fever remains a 
serious menace in many of these rural areas. 

In the second place, there are at least three fields of health 
service which have as yet scarcely been opened up but which 
offer rich promise of achievement. Perhaps the most out- 
standing of these opportunities is the control of syphilis. Here 
is a disease which does not receive credit in our mortality 
statistics for a large number of deaths but which we know to 
be of vast importance as the real underlying cause of mor- 
tality from heart disease and renal disease, from diseases of 
early infancy and many other ills. It is probable that next to 
pneumonia syphilis today is the most serious of all the germ 
diseases. Recent studies of the New York State Department 
of Health have shown us that this is no vague and insidious 
social plague and that it is by no means necessary to effect 
a revolution in human nature in order to control it. It is a 
communicable disease, spreading in a given community at a 
given time from a relatively small number of foci of actual 
infection. They can be eliminated by vigorous epidemio- 
_ logical methods as surely as can tuberculosis. Yet in general 
our health departments have either no real conception of 
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Health on the Farm and in the Village, by C.-E. A. Winslow, Macmillan 
In the country also public health pays dividends in lives 


present systems of medical 
care a large percentage of 
its victims cannot avail 
themselves of treatment 
and become a public con- 
cern only when final and 
hopeless breakdown brings 
them to state hospitals for 
mental disease or other institutions for chronic patients. 
The control of syphilis should be perhaps the next major 
objective of the public-health campaign. 

The high deathrate from automobile accidents is another 
definite challenge which the public-health worker should 
attempt to meet. The restriction of automobiling during the 
depression years checked this steadily increasing factor in our 
mortality statistics but it is now mounting again in alarming 
fashion. The most sceptical can scarcely maintain that this 
social hazard is beyond the range of possible control. Intelli- 
gent educational efforts of school authorities under the lead- 
ership of the National Safety Council have actually accom- 
plished wonders in reducing the accident rate among children 
of school age. The same methods, supplemented by the 
relentless withdrawal of driving licenses from the habitual. 
violator of safety regulations, should yield similar results 
with adults. Education in regard to the menace of the alco- 
holized driver must also form an integral part of our pro- 
gram. 

Our maternal mortality rates do not play a very large role 
in the general death toll but they represent a particularly 
serious social loss. From such studies as those of the New 
York Academy we know that two thirds of these deaths in 
childbirth could be prevented by clean and conservative 
obstetrics. The record of the Frontier Nursing Service, with 
but three maternal deaths in over 2000 deliveries, accom- 
plished in the wilds of the Kentucky mountains where a 
rate of 10 per 1000 might be expected, is a demonstration of 
what can be done in this field. 

Finally, we must consider what is, after all, the major 
health problem of the future—that of the so-called ‘‘diseases 
of adult life,’ cancer and the affections of the heart, arteries 
and kidneys. These are the conditions (Continued on page 632) 


~ 


[~--—. 


‘21-23 23-25 


MICHIGAN MAKES READY 


BY FREDERICK C. WARNSHUIS, M.D. 


the Michigan State Medical Society, reviewing the 

facts and deliberations of three years of arduous 
study, declared themselves ready for call if or when change 
appears imminent in methods of furnishing medical care 
according to state-wide or national plan. The first step in the 
study was a survey of medical and health services and needs 
in the state, conducted by the Society with assistance from 
the state university, the Industrial Survey Commission of the 
legislature and other state agencies. The second was the 
formulation of principles and the working out of a plan by 
the Society’s Committee on Medical Economics. The medi- 
cal profession of Michigan stands ready to meet change if 
necessary, not merely defensively but with a constructive 
program based on facts, aimed to promote the mutual serv- 
ice, understanding and security of the public and the medi- 
cal profession. 

The survey had shown that in 1929 the people of Michigan 
had an average annual income of $648 per person, approxi- 
mately $2600 per family. That is the mass picture; had it 
been true for each family, our study might have ended with 
that fact. But medical care is not purchased in mass. It was 
necessary to particularize. Analysis showed that 35 percent 
of the aggregate income went to 8 percent of the people. Our 
main interest was concentrated in the other 92 percent who 
lived on 65 percent of the total income. Among these, in- 
comes for farm families averaged $1335 a year, for non-farm 
families, $1916. Contrasting these amounts with basic costs 
of living we found that in one area living costs exceeded 
average 1929 income by $42, while in other areas there re- 
mained at the most an excess of $443 after the essentials of 
shelter, food, fuel and clothing were paid for. Where there is 
an excess, medical care must compete for purchase with in- 
surance, transportation, education, recreation and savings 
for old age. Medical care is always the weakest, least con- 
sidered competitor. As the Committee on Medical Economics 
declared in their report at the recent meeting, “It is the only 
commonly accepted necessity that is unpredictable and there- 
foreunbudgetable.”’ Furthermore, that Committee continued: 


AN their September meeting the House of Delegates of 


The American people purchase what they are taught to purchase; 
hence, when the need for medical care arises, it is too often found 
that the family surplus has been expended and mortgaged for the 
purchase of items of secondary importance. In this aspect of Ameri- 
can life, the profession faces a fact which no amount of criticism 
alone will solve. If the consumption of patent medicines has in- 
creased so tremendously in spite of the direct and concerted attack 
of the profession, how much less could be expected from any attack 
on the purchase of movies, radios, fur coats and automobiles in lieu 
of medical service. There is little doubt that even among the higher 
income groups, the medical profession included, it would be found 
that many luxury items are purchased before all provisions are 
made for the insecuri- 


ties of long illness, 
death or other catas- 
trophes. 


The result of such 
factors according to 
the Committee is that 
people tend to post- 
pone medical care 


Make-ready is a printers’ phrase for the last process before 
forms are locked and the presses set to go. After three years. 
of aligning facts, the Michigan State Medical Society has com- 
pleted its make-ready and is set to go with a plan for lower- 
income families and the professions who care for their health 


until an emergency forces them to seek it, and place on the 
medical profession an excessive burden of free or only 
partially compensated service; that people who live provi- 
dent lives may lose a large part or all of their savings through 
the emergencies of illness, while the improvident may re- 
ceive the same kind of service at a low cost; that doctors, on 
the other hand, give away much of their time, and have time 
idle because people cannot afford to buy care which they 
need. In 1931 half of all the doctors in Michigan received in- 
comes of less than $2500. People do not seek preventive 
medicine, nor does the average physician report anything 
but a meager practice in that field. The statistics of the 
report (Report of the Committee on Survey of Medical 
Services and Health Agencies, Michigan State Medical 
Society) give concrete evidence of the grinding and clashing 
of cogs which go to make up the structure of our state. One 
cog is insufficient medical service; another is insufficient 
medical income, and still another the placing on the medical 
profession of a burden unjustly theirs, since it should be 
shared by the community. 


HE survey report was submitted in July 1933 to the 

House of Delegates, who thereupon appointed the Com- 
mittee on Medical Economics to prepare a plan or plans 
for providing adequate medical care for families of small 
incomes. 

It was stipulated that any plan must embody four funda- 
mental principles: free choice of a physician by the in- 
sured; limitation of benefits to medical service; control by 
the medical profession; and exclusion of a third party, in- 
dividuals or organizations, who might engage in health in- 
surance for profit. An unrestricted contribution of $7500 by 
the MacGregor Foundation was used to defray the Com- 
mittee’s expenses. 

The Committee examined the available evidence con- 
cerning the operation, defects and merits of health insurance 
in other countries. We were not satisfied with this evidence. 
We were unable to conclude whether the principle and ap- 
plication of health insurance in foreign countries had failed 
or was satisfactory. In the meantime direct and implied 
criticism from several sources conveyed the impression ‘‘that 
our Michigan program was ill-conceived and dangerous.” 
Since satisfactory evidence was not available two investiga- 
tors were sent to England at a considerable added expense. 
They were instructed to obtain first-hand information to 
answer the questions: 

1. Is the operation of health insurance unsatisfactory to 
either or both the profession and the public? 

2. Has health insurance exerted a deteriorating effect 
upon the quality of medical service? 

3. Is health insur- 
ance constituting a 
grave financial drain 
on England and is 
the system itself in 
danger of financial 
collapse? 

Our representatives 
(Continued on page 639) 
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WE LEARN FROM WORKMEN'S COMPENSATION 


BY R. G. LELAND, M.D. 


ORKMEN’S compensation is a form of insurance 

that places on the employer responsibility for 

the maintenance and repair of the human element 
in his establishment similar to the care he exercises in the 
upkeep of mechanical equipment. It is designed to protect 
men and women whose livelihood depends on their daily 
wages from destitution as a result of accident, and in some 
instances also of occupational disease. 

At the outset, financial relief for injured employes was the 
chief objective. Though every workmen’s compensation law 
contains provisions for reasonable or necessary medical 
treatment of the injured employe, it has required many years 
of experience to show that the restoration of the worker’s 
health and working ability is of far greater importance to 
him and to public interest than financial aid, necessary as 
that is in most instances. In that development different 
methods of furnishing medical service have been tried. They 
may be considered as laboratory experiments from which 
we can draw conclusions as to the principles that have been 
found to safeguard or to threaten the interests of the patient, 
the public and the medical profession in this field of organ- 
ized medical service. 

The social philosophy behind our workmen’s compensa- 
tion measures is a complete reversal of attitude from that of 
the old common law. Today we revolt instinctively against 
defenses such as the “‘fellow-servant’’ doctrine, “assumption 
of risk”’ by the employe and the principle of “contributory 
negligence” used prior to the machine age by small indus- 
tries to protect the employer against action for damages 
growing out of accidents to his employes. When growing 
industry brought thousands of employes within a single 
organization so that the ‘‘fellow employe” responsible for an 
accident might be far removed from the sight and control of 
the person affected by his actions; when the risks became so 
complex and changed so frequently that the worker could 
not knowingly “assume”? them and could not, therefore, 
know whether he was “contributing” to his own injury, these 
defenses became obsolete. 

The helplessness of the worker to secure redress for injuries 
from an employer entrenched behind these defenses became 
an example flagrant of injustice produced by obsolete in- 
stitutions. Growing humanitarian sentiment was revolted by 
the increasing number of dependent cripples thrown on 
charity by industry. The first attack naturally was directed 
at the destruction of these legal defenses, and this original 
legal approach has dominated the situation, with very 
significant and sometimes very harmful results, up to the 
present time. 

Between 1886 and 1917 nearly every important industrial 
state in this country modified or abrogated one or more of 
the common-law de- 
fenses, and _ recog- 
nized the legal lia- 
bility of the employer 
for injury to his em- 
ployes. For about 
twenty years before 
the introduction of 
workmen’s compen- 


We spend more in a year for medical care under workmen's 
compensation acts than is spent for sickness insurance in any 
country of the world except Germany. Dr. Leland tells the 
deductions to be drawn from our experiments in this vast 
laboratory of organized medical service and social insurance 


sation, these states were operating under the system of legal 
liability. Although almost universally overlooked in dis- 
cussions of the development of workmen’s compensation, 
this stage had very important later effects. Perhaps the 
greatest of these was the introduction to the scene of an 
entirely new character that was henceforth to occupy the 
center of the stage—the insurance carrier. Employers in- 
volved in a mass of litigation looked for some one on whom 
to unload the burden and found the insurance companies 
ready to assume the risk and the profits. The insurance 
carrier was firmly established before the enactment of the 
workmen’s compensation laws, which now are in force in 
forty-four of our forty-eight states. 

For many years the medical phases of workmen’s com- 
pensation have been subjected to almost continuous study. 
Physicians in nearly every state in which compensation laws 
exist are constantly endeavoring to improve medical 
relations under workmen’s compensation in order that in- 
jured or sick workers may receive better care. It is significant 
that in some states the industrial boards or commissions 
recently have assumed a noticeably commendable attitude 
on the administration of medical benefits under workmen’s 
compensation and the utilization of medical counsel and 
assistance in connection with that work. The more impor- 
tant questions on which the medical profession has con- 
centrated study and recommendation are qualifications to 
give or to judge the kind and amount of medical care neces- 
sary; the right of the employe to choose his own physician; 
and the intrusion of commercialized practices such as the 
“lifting” cases and other methods of “‘getting business.” 


NOWLEDGE of industrial environment is a help in 
diagnosis and treatment. So is a knowledge of heredity. 
But it does not follow that an adult’s ancestors should choose 
his physician. The economic relation of employer or insur- 
ance carrier does not confer on the employer ability either 
to give or to judge medical treatment. It is more apt to 
create a conflict of interests that positively unfits him to 
serve in such a role. 

The principle has a wider application. Because an organi- 
zation functions well as an employer or insurance carrier 
it does not follow that it is suited to operate a medical 
service. On the contrary, forcing the personal relations of 
patient and physician into the mold of an industrial organi- 
zation is very apt to distort and destroy the most valuable 
features of those relations. 

A large percéntage of the evils that have grown up in 
compensation medical practice can be traced to efforts to 
produce medical service with instruments primarily intended 
to produce goods and profits. It is somewhat as if a packing- 
house should try to 
produce cutlery or a 
foundry to turn out 
legal services without 
changing equipment. 
The character of the 
desired product must 
be the determining 
factor in any organi- 
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“Tie Galloway 
Years of experience under workmen's compensation offer 
principles for protection of both patient and profession 


zation, and the success of the organization is judged by its 
product. The product aimed at by an efficient system of 
medical care is such personal relations of the patient with 
the physician as will best restore and maintain health, and 
any such system must center around this objective. Every 
question that comes up must be decided according to this 
test. 

It may be, and probably is, true that industrial surgery 
calls for some specialization. But getting a job with an in- 
dustrial establishment or an insurance carrier is not a test of 
competence as an industrial surgeon. Experience has amply 
shown that it is far more often a test of ability to meet certain 
economic and financial qualifications. The applicant is apt 
to be judged far more according to the salary he will accept, 
his ability to reduce labor turnover and his willingness to 
provide the sort of testimony that will keep down compensa- 
tion payments than by his educational background and 
professional attainments. 

After he is hired, if his relation to his patients is forcibly 
determined by their economic position as employes, and if 
his ability to hold his position is determined in any degree 
by his success in keeping down the costs of compensation and 
reducing lost time, then to just that extent his professional 
actions are rendered an imperfect instrument for the pro- 
duction of good medical service. He must bend his scientific 
judgments to his economic interests as a very condition of 
survival, and he will be the more strenuous and sincere in so 
doing the more he becomes unconscious of these influences. 


The first corollary that may be deduced from experience in medical 


service under workmen's compensation is that the competence to give or 
to judge the required medical services should be determined by profes- 
sional standards and not by financial considerations. 


SUR V EX G RAP Here 


December 1934 


For centuries the medical profession has held that any 
enforced choice of physicians by lay interests destroys the 
very foundations of those relations between patient and 
practitioner which are essential to the best treatment. This 
is not simply a tradition but the result of sound reason. Pa- 
tients, not diseases, are the objects of medical treatment and 
the patient is a unit continuous through a lifetime. Rela- 
tions are established between the patient and the physician 
and not between diseases and an institution. 

Each step in these relations depends largely upon mutual 
confidence. Proper diagnosis is not possible if the patient 
suspects that the attending physician may be even in the 
slightest degree under the influence of interests that the pa- 
tient considers hostile to his own. Such a patient will con- 
sciously or unconsciously describe his symptoms with the 
view to meeting the suspected antagonism on other points. 

If the public—the final judge of professional treatment— 
is coerced in its decisions as to who shall give its medical care, 
the result is a distortion and corruption of the relationship 
which determines professional success. Choice of a physician 
by a third impersonal party is not made for the individual 
patient but for a group. Group selection of physicians and 
mass treatment of patients are being urged on the medical 
profession at a time when all other fields of analogous social 
efforts are rejecting mass treatment. 

A generation ago crime and insanity were treated almost 
exclusively by mass confinement in prisons and asylums. 
Mass education was glorified and a mass treatment of pov- 
erty by alms and poorhouses was generally approved. 
In recent years there has come an almost universal recogni- 
tion of the superiority of individual, personal case work 
over mass action in the fields of criminology, psychiatry, 
education and other forms of social work. In no field is this 
personal individual relation so important as in the medical. 
If experience has shown that great values were destroyed in 
all of these fields by indiscriminate mass action, there is 
surely reason to believe that far greater values are en- 
dangered by the similar methods in medicine. 


As a second corollary relating to medical relations under workmen's 
compensation we may declare that there should be free choice of physi- 
cian by the injured worker from among those competent to give the 
services required. 


*““{IF' TING” is the practice found in many places of requir- 
ing an injured worker to change from one medical at- 
tendant or hospital to another. Usually the patient is led to 
change by an agent of an insurance carrier by means of a 
threat or a suggestion or offer of financial advantage. 

Whenever the transfer of a patient from one medical 
attendant or service to another can be demonstrated con- 
clusively to be in the interest of maintaining proper medical 
care for the individual, it is justifiable. On the other hand 
when such a transfer serves chiefly, or even to a minor de- 
gree, some selfish or commercial motive it becomes dis- 
turbing, inexcusable and reprehensible. It may even en- 
danger life. If practiced indiscriminately it tends to disturb 
the confidence of the patient in the medical service, an 
element, as already pointed out, essential to prompt and 
satisfactory recovery. 

Long before workmen’s compensation laws were enacted, 
contract practice in medicine had existed in many forms. 
‘Contract practice” in medicine means the carrying out of 
an agreement between a physician or group of physicians 
as principals or agents and a corporation, organization 
or individual, to furnish partial or full (Continued on page 631) 
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nO yy FE UR OPEAN SE PAY SICKNESS BILLS 


BY MICHAEL M. DAVIS 


summer of 1933, looking at a large map of Europe. 

Every country on this map had been shaded with green 
except Italy and Spain, which were left white with a few 
green crosses; and five small countries, Sweden, Denmark, 
Belgium, Finland and Switzerland, which had been cross- 
barred with green instead of covered with a solid wash of 
the color. 

“Green means countries with health-insurance laws,” 
explained one of the medical men. ““Compulsory health in- 
surance, as you see, is in every major country in Europe 
except Italy, and that has already started with compulsory 
insurance for tuberculosis and for a few special groups of 
workers. Of the five small countries which are cross-barred 
to show they are still working on voluntary health insurance 
subsidized by the government, Denmark has practically 
gone over into the compulsory insurance group, and Belgium 
and Finland have compulsory laws pending which are 
likely to be passed within a year or two. The idea of paying 
for sickness bills on the insurance principle is not only ac- 
cepted, but is taken for granted by the working people and 
the governments all over Europe.” 

One storekeeper in a Swiss town said to me during the same 
summer, when I asked him whether he would be troubled 
by the doctor’s bill for a long illness about which he had 
been telling me, 

*‘Doctor’s bill? Why, I belong to our insurance society. 
Only the rich have to worry about doctors’ bills here.” 

My Swiss friend overstated it, for not all employed per- 
sons, and in many countries not the families of employed 
persons, are covered by sickness insurance. Yet if we think 
of those mental attitudes which are often more significant 
than statistical facts, it is broadly true that the method of 
paying for medical care which is generally accepted in 
Europe is not by fees to physicians and hospitals paid by 
people at the time they are sick, but through some method 
of group payment which distributes these costs among a 
group of people and over a period of time. 

In the United States some 2 million people are paying 
for their medical care in this way now, considerable groups 
of college students, for example, but mostly groups of em- 
ployed persons, especially miners and railway workers. 
These, incidentally, are the industries in which sickness 
insurance started in Europe. 

We have this much of sickness insurance as a matter of 
fact, but rather less than this if we measure it in attitudes. 
The idea of group payment is still as surprising to a great 
many Americans as the automobile was twenty years ago. 
Measured in facts, only about one person in five has an 
automobile, but medsured in attitudes, automobiles are 
taken for granted nowadays. Even among Survey readers 
there may prevail some misconceptions about sickness 
insurance: for example, that in countries having 
compulsory sickness insurance all the medical 
care of most of the people is thus paid for; or 
perhaps the idea that under sickness insurance 
there is state medicine, i.e., medical care ad- 
ministered by the government. 

Actually, how widespread in Europe are 


Fis of us were seated in an office in Geneva in the 


methods of group payment for medical care? What are these 
methods? What kinds of medical care are financed by sick- 
ness insurance in European countries? What types are not 
furnished thus? What evidence have we as to whether the 
European people who receive and the European doctors who 
furnish medical care like it, or do not like it? What signifi- 
cance have these European systems for the United States? 

Imagine a European visitor who, returning to his own 
country after some months in the United States, was asked 
to describe the American educational system in a magazine 
article. How could he do justice in such limited space to the 
public and private elementary schools under the divergent 
conditions of Massachusetts, Alabama, Minnesota, Illinois, 
California? Of the highschools? Of our colleges and univer- 
sities?-The systems of medical care in the different countries 
of Europe vary among themselves as widely as education in 
our states. Nevertheless, as the green-tinted map showed, 
certain broad principles have been generally accepted with 
respect to paying for medical care in Europe, just as certain 
broad policies are prevalent in school systems all over the 
United States. 


ERMANY began sickness-insurance legislation fifty-one 

years ago, building upon the long existent schemes of 
voluntary sickness insurance in the mines and railroads, 
systematizing and extending these schemes, requiring by 
law that these and some other workers come under sickness 
insurance and covering through the initial law some 4 mil- 
lion persons. The subsequent history of German sickness 
insurance is one of steady extension; first, of the number of 
people brought within its scope and second, in the range of 
the services provided. 

In an American town everyone who is able to pay taxes 
pays some toward the support of the public-school system, 
whether he has any children at the schools or not. In Ger- 
many, under the compulsory sickness-insurance law, every- 
one who is employed (with exceptions for those with the 
higher incomes and certain other groups) must pay regu- 
larly into a sickness-insurance fund. Out of a population of 
about 62 million, some 20 million persons are insured under 
the compulsory law and belong to a sickness-insurance 
society, which is typically a local organization of all the in- 
sured persons living in a certain district. Into their fund the 
employers, as a rule, pay half as much as the employes; the 
state pays nothing. While not technically governmental 
agencies these sickness-insurance societies operate under 
regulations prescribed by law and by the administrative 
authorities. The late Lee K. Frankel, a lifelong student of 
the subject, once remarked to me that the German sickness- 
insurance bodies were supervised by their government hardly 
more closely than is the Metropolitan Life Insurance Com- 
pany, an overstatement which still suggests a real point. 


No medical millennium but a working-plan growing steadily 
in scope and satisfaction is Europe's verdict after a half cen- 
tury of compulsory sickness insurance. Mr. Davis tells what 
the story of these years offers to guide American planning 
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In addition, more than 2 million salaried public officials 
or civil servants are protected against the economic dis- 
asters of sickness and invalidism under the terms of their em- 
ployment, and furthermore some 2 million middle-class 
people in Germany have voluntarily insured themselves 
against sickness with mutual commercial companies. 

Under the German compulsory sickness-insurance law, a 
certain weekly sum, usually about half of the worker’s wage, 
is paid him for the support of himself and family while he is 
sick (usually up to twenty-six weeks.) Medical care also must 
be furnished insured persons by their sickness-insurance 
society, and it may be provided in addition for the depend- 
ent members of their families. To establish such a family 
medical-service the sickness-insurance societies must volun- 
tarily assess themselves the additional costs, which will fall 
chiefly on the insured persons themselves. It is interesting 
that before family medical service was made compulsory in 
1930 about nine tenths of the sickness-insurance societies 
had provided it voluntarily for approximately 20 million 
dependents of their members. 


pecs altogether about 44 million persons, or more than 
70 percent of the whole population of Germany, are en- 
titled to receive medical care under some form of sickness 
insurance. At the top of the economic scale, the well-to-do 
pay for medical care by individual fees; at the other end, 
the destitute and those who have been unemployed for a 
long period, must have their care paid for out of taxes. 

But how much medical care do the people get? For insured 
persons and their dependents a fairly complete scheme of 
service by general practitioners, by specialists, and in hospi- 
tals is generally included, together with medicines, and a 
limited but significant amount of dentistry. The exact 
scope of service varies somewhat with the resources of the 
locality and the action of the local sickness-insurance society. 
For the members’ families the services are less extensive, 
again differing among localities, but are in general fairly 
comprehensive. 

All the medical care which these 44 million people secure, 
however, is not paid for out of sickness-insurance funds. 
The voluntary insurance plans which the middle classes 
have taken up ordinarily pay only a certain fraction of the 
costs, leaving at least 15 percent to be paid directly by the 
patient out of his family budget. Hospital service in Germany 
is paid for mostly out of taxes. The great proportion of hos- 
pital beds are in institutions maintained by the local or state 
governments. Some sickness-insurance funds support hospi- 
tals and sanatoria of their own, but the number of beds in 
these is relatively small. Insured persons, and in many cases 
their dependents, who go to the public hospitals are paid 
for in part by the sickness-insurance society to which they 
belong. The proportion of the total cost which is thus repaid 
to the governmental hospital varies, being a matter of 
periodic negotiation between the local hospital authorities 
and the governing bodies of each sickness-insurance society 
or of the local federation of these societies. In Berlin and 
several large German cities in recent years, the payments 
from the sickness-insurance funds have covered about half 
the costs of hospital care. 

It is most important to realize that the physicians and 
surgeons of the public hospitals are mostly salaried hospital 
officers, although a few of them retain part of their time for 
private practice. The bulk of German medical practitioners 
have no direct connection with hospital services for either 
paying or non-paying patients. 
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For the forty-odd millions of persons in Germany who are 
within the scope of medical service under compulsory sick- 
ness insurance, it is probable that about half of the total costs 
of medical care is paid for by sickness insurance, 30 to 40 
percent by taxation, and the remainder by the patients, in 
the form of fees. The larger part of the payments from taxes 
is for hospital service. 

Most of the sickness-insurance systems in European coun- 
tries, except in Great Britain, France, and Russia, have been 
modeled largely upon the extensive German experience. 
In France, ‘compulsory sickness insurance went into effect 
only four years ago. In addition to cash benefits which re- 
place part of the wage loss during sickness, medical care is 
provided for insured persons and their dependents and in- 
cludes some specialist and dental service. Under the French 
system a schedule of fees for professional services was estab- 
lished, of which the insurance fund pays four fifths or five 
sixths, leaving the balance to be paid by the individual 
patient. These fee schedules are however generally lower 
than the rates which may be charged, and apparently often 
are charged, by physicians. The hospital system is supported 
mainly by taxes. Payments out of the insurance funds are 
made to hospitals for care rendered insured persons, but 
even in the large cities would not cover more than half of the 
hospital costs. It is probable that for the wage-earning 
population about half of the total costs of medical care is 
covered by insurance. 

Denmark has long been cited as an example of the suc- 
cessful working of voluntary sickness insurance, since about 
two thirds of the whole population of this homogeneous 
little country of 4 million people has protected itself through 
membership in cooperative sickness-insurance societies. 
But the government has subsidized this voluntary system, 
and recent legislation has made it practically compulsory. 
The Danish hospital system, with salaried medical staffs, is 
one of the most excellent and extensive, in proportion to 
population, in any country of the world. From 80 to 90 
percent of the maintenance of these hospitals comes from 
taxation, the remaining proportion from payments by the 
insurance societies. Taxation also pays about one quarter of 
the expenses of the insurance system; the remaining expendi- 
tures are met by periodic payments from the members. 
Danish employers pay no direct share. 


N Great Britain the national health-insurance law provides 
in addition to the usual cash benefit the services of general 
practitioners to the insured persons, who include all manual 
workers and other employed individuals earning not more 
than £250 ($1250) per year. This group constitutes a little 
more than one third of the population. One seventh of the 
cost of the plan is met by the state, the remaining being paid 
by the employer and employe, usually in equal shares. 
Some dentistry and some eye care have been added by the 
special action of some groups of the insured, but in general 
no care by specialists or in hospitals is furnished nor is pro- 
vision made for service to the families. Thus for nearly two 
thirds of the British people there is no provision for medical 
care through this insurance. The financial limitations of this 
will be evident when it is appreciated that if in the United 
States general practitioner services were provided to wage 
earners but excluded their families, not more than one 
third of the expenditures of our wage earners for medical 
care would be covered. 
Hospital care has been put on a social-insurance basis in 
another way. The hospitals in Great Britain include about 
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170,000 beds, of which about 120,000 (more than two thirds) 
are tax-supported. The remaining 50,000 beds are in the 
voluntary hospitals, which confine their work to acute cases. 
The government hospitals provide for practically all chronic 
cases and are taking an increasing proportion of acute condi- 
tions. These hospitals collect payments from patients who are 
able to pay, up to the cost of care. Their medical staffs are 
mostly salaried. 

Voluntary hospital insurance has grown extensively dur- 
ing the last ten years, under the name of “contributory 
schemes.’? The members of these schemes include wage 
earners, and others of economic groups similar to persons 
insured under the national health-insurance act. A part of 
the costs of the hospital care of these persons and their de- 
pendents is thus met. Twelve million persons or more are 
now covered by these schemes, and the membership is 
mounting steadily. In some British communities, the schemes 
now pay enough to cover three fourths or more of the hos- 
pital costs. In other places only half the costs are met, but 
the proportion is tending to increase. Physicians’ services 
have by tradition been given free in the voluntary hospitals 
of Britain but the principle that payment should be made to 
physicians by the contributory schemes is becoming recog- 
nized and will gradually be extended in practice. Contribu- 
tory schemes for middle-class people, at much higher rates 
and including professional fees, are also beginning. 


iA the British system as a whole, and including both 
the compulsory and the voluntary insurance systems, it is 
apparent that only a part of the total cost of medical care is 
paid for by insurance, even for insured persons, and very 
little for the members of their families. The scope of medical 
care under British compulsory insurance has thus far been 
scaled down to a cost that could be met by the lower-paid 
wage earners and their employers, with some aid from the 
state. 

In only one country in Europe does state medicine exist. 
Since the revolution Russia has put its medical services 
almost wholly under government management. Physicians 
and other professional persons serving the sick are govern- 
ment officers. Russian hospitals are government institutions. 
All expenses for medical care are paid out of special assess- 
ments levied upon industries or out of general tax funds. 
Physicians are entitled to carry on private practice, but 
private practice is in about the same relation to state practice 
as, in our country, private schools stand in comparison with 
the public schools. 

Finally a word must be said about that United States in 
miniature—Switzerland, a country about the size of Massa- 
chusetts, with half its population, its constituent cantons 
corresponding to our states. In 1911 its federal government 
passed a sickness-insurance law which was permissive, not 
obligatory, and left the individual cantons free to establish 
compulsory sickness insurance or to subsidize it on a volun- 
tary basis. Now within this little country one finds some 
cantons, such as Basle, in which a widespread and complete 
system of medical care is in effect, paid for by sickness insur- 
ance and taxation, while in some other cantons very little 
group payment exists at all. Is Switzerland a model or a 
warning for us? 

Some special attention should be directed to the contrasts 
between the hospital systems of Europe and of the United 
States. On the continent, most hospitals are tax-supported, 
their medical staffs are salaried, and payments for hospital 
care are mostly from taxes or from insurance funds, and do 
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not appear directly in the family budget of most people. In 
Great Britain the situation is more complex. The expenses of 
hospital care hardly ever appeared in the budget of the Brit- 
ish wage earner until the contributory schemes (voluntary 
hospital insurance) began about ten years ago. Since 1929, 
when the new Local Government Act opened the tax- 
supported general hospitals to all instead of limiting them to 
‘‘poor-law cases,’’ wage earners and others who are able to 
pay the cost of their care in these hospitals must do so; 
but they may enter these hospitals as a right, not as a charity. 
In neither the voluntary nor the tax-supported general 
hospitals is any direct payment made by the patient for the 
services of physicians or surgeons. 

Contrast these conditions with the United States. In this 
country about one third of all admissions to hospitals are, 
even in normal times, patients who pay nothing for their 
care, and who are cared for chiefly in tax-supported hos- 
pitals. Two thirds of the admissions, however, including a 
substantial number of wage earners and all the middle 
classes, have been accustomed to pay the full cost or a sub- 
stantial part of the cost of their care to the hospital, and a 
great many pay also some fee to the physician or surgeon 
who treats them while they are in the hospital. The cost of 
sickness in hospitals, i.e., the costs of hospital care and of the 
concomitant professional services, comprises about 40 per- 
cent of American family expenditures for all forms of medical 
care. Charges for hospital service appear directly in most 
American family budgets and are large items when they do 
appear. This is a major point of difference between the 
United States and European countries. It throws light on the 
present financial crisis in our non-governmental hospitals. 
It shows why even in good times serious illness casts a weight 
on Americans which often cannot be borne even by moder- 
ately well-to-do families. This is one good réason why our 
efforts toward an American solution have taken into account 
middle-class people as well as wage earners. 


NE might move from country to country on the 
European map, piling up facts. But the outstanding 
point, after a complete Rundreise, would be that the main 
economic foundation of medical service in Europe is group 
payment rather than individual fees. The support of the 
medical profession, of hospitals and of preventive agencies, 
is in great part from group payment. Does this mean that 
Europe has attained a medical millennium? Far from it. 
There is evident satisfaction with the fundamental policy. 
There are floods of criticism about details. Suppose, how- 
ever, a European visitor were to attend an annual meeting 
of our National Education Association and listen to the 
hammering of American public schools which a series of 
professional schoolmen generally express at such gatherings. 
Suppose he were then to ask some of these critics, “When do 
you expect to abolish this public-school system that seems so 
terrible to you?”? He might be met with laughter; more 
likely with a stare. Group payment in some form as a basis 
for meeting the costs of medical care is accepted by profes- 
sional as well as lay groups in Europe, just as the general 
principle of public education is everywhere accepted in 
America. 

If one hundred years ago a map of Europe, such as we 
saw in Geneva, had been marked in colors, there would 
have been a few spots touched with green, where coopera- 
tive associations of wage earners, survivals of the medieval 
guilds, maintained “sick benefits’ for their members. A map 
fifty years ago would have shown (Continued on page 627) 
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RESIDENT Roosevelt closed his message to Congress 
in June with these words: 


We must dedicate ourselves anew to a recovery of the old 
and sacred possessive rights for which mankind has constantly 
struggled—homes, livelihood and individual security. The road to 
these values is the way of progress. Neither you nor I will rest con- 
tent until we have done our utmost to move further on that road. 


It is, indeed, a way of progress we seek rather than a make- 
shift to tide us over the present emergency. We are looking 
not only for a plan to alleviate today’s miseries, but to pre- 
vent, as far as is humanly possible, their recurrence. 

We talk of the New Deal without perhaps realizing fully 
the conditions which have made the New Deal so necessary. 
Blinded by superficial appearances, few looked far enough 
ahead in the years of so-called prosperity to see whither the 
road was leading, or realized that we were coming to a 
sharp turn where the old sign-posts meant little or nothing. 
Clearly a system which will assure personal security to the 
individual can only be achieved by wise planning based on 
careful and far-sighted examination of the many factors 
involved. 

Starting as we are from a depth of personal insecurity 
such as we have never known before, we must look to it that 
we build a sound and enduring system. The clutter and de- 
bris of the past must be cleared away. Old values, old ideas, 
must be examined, not in relation to their worth in the past 
but for their usefulness in the changing present. 

It was to conduct a detailed study on the basis of which 
sound legislation might be formulated for presentation to 
the Seventy-fourth Congress for action that The Committee on 
Economic Security was appointed by the President last June. 
The Committee includes the secretary of labor as chairman, 
the secretary of the treasury, the attorney general, the secre- 
tary of agriculture and the federal emergency relief adminis- 
trator, all of whose departments have a special interest in the 
problems of national security. Under the leadership of A. J. 
Altmeyer, assistant secretary of labor, a technical board 
made up of outstanding persons in the government service, 
with special knowledge of the problems under consideration, 
has been appointed to assist the Committee in an advisory 
capacity. Edwin E. Witte, well-known labor economist, is 
directing the study, which is being made by a staff of experts. 
We also have the helpful cooperation of the Advisory Coun- 
cil on Economic Security, prominent representative citizens 
whose advice will be sought not so much on technical details 
as on broad general policies. The Committee’s report is to 
be made to the President in December. 

It is clear that the Committee’s problem is a dual one—to 
map a course which can be adopted with the least possible 
delay to meet our present abnormal situation and to outline 
at the same time a long-range program into which every 
step taken now shall fit as part of a comprehensive and co- 
ordinated system. Only in this way can we expect to achieve 
our ultimate goal: the greatest possible measure of security 
for the individual citizen against the hazards of life over 
which he has no control. While it is out of the question to 
expect the complete program to be put into effect at once, we 
certainly cannot adopt a do-nothing policy in the meantime 
or take refuge in haphazard, stop-gap measures. 


While the problem of insecurity is one which affects 90 — 


percent of the American people, unemployment is obviously 
the most important single cause of today’s distress. Almost 80 
percent of the families now receiving relief have been driven 


to seek public aid from this reason alone. There has been an ~ 
estimated increase of 4 million employed from the appalling | 
low point of March 1933. Between 7—9 million of the 50 mil- — 


lion persons who are normally gainfully employed were still 
without employment (other than relief work) in September 
1934, according to the estimate of the American Federation 
of Labor. Above 1 million were employed on emergency 
projects through the Public Works Administration and the 
Civilian Conservation Corps. 

In his radio address of September 30, President Roosevelt 
stated very clearly his attitude toward unemployment: 


Some people try to tell me that we must make up our minds that 
for the future we shall permanently have millions of unemployed 
just as other countries have had them for over a decade. What may 
be necessary for those countries is not my responsibility to deter- 
mine. But as for this country, I stand or fall by my refusal to accept 
as a necessary condition of our future a permanent army of 
unemployed. 


This statement, however, must not be taken to mean that the 
President expects that there will never be unemployment in 
the future. There never has been a time in any country when 
literally every able-bodied man who wanted work has had a 


job. Even in good times unemployment was a much more ~ 


serious problem than was generally realized; on the average 
some 2 million persons were unemployed in what were 
considered our most prosperous years. 


N considering this problem, we must realize that unem- 
ployment occurs from a great variety of causes. There is 


seasonal unemployment and technologicalunemployment, as _ 


well as cyclical unemployment. I am not one of those who 


believe that improvements in processes of production will — 


result in an ever-increasing volume of unemployment. But 


changes in technique and market demands constantly involve ~ 


some wage earners in more or less prolonged unemployment. 
Even in the twenties many industries were declining. Nor 
should we forget that inindustries which are prospering, some 


firms are constantly losing out, with resulting unemployment ~ 


to many. Individuals lose their jobs from a still greater va- 
riety of causes and while often they promptly get other jobs, 
the reverse is just as likely to be true. There need be no per- 


manent army of the unemployed; the unemployed will not — 


be the same people. Even now there is considerable inter- 
change between the employed and the unemployed. But we 


must recognize that unemployment will long continue to be | 


a great hazard for all wage earners. 

The problem i is far too complex to be ed by any one 
formula or “ism.” I do not look upon unemployment insur- 
ance as a panacea. It has distinct limitations, but also great 
values. It is particularly beneficial to the largest single group 
in our population,—the regularly employed, steady, indus- 
trial workers. For them unemployment insurance is a 


~ dependable first line of defense. 


A beginning has been made in the Wisconsin unemploy- 
ment reserves and compensation act—admittedly an 
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inadequate law but a pioneer step of progress. In many other 
states unemployment insurance bills were seriously con- 
sidered in the last regular legislative sessions; in five of them 
bills were favorably acted upon in one house. In Congress 
the Wagner-Lewis bill was endorsed by the President and 
recommended for passage by the House Committee on 
Labor. 


ifaw great opportunity to inaugurate unemployment in- 
surance on a nation-wide basis lies ahead, however, and 
it is the subject to which our Committee is devoting probably 
more attention than to any other question. Our study in this 
field is headed by Bryce Stewart of the Industrial Relations 
Counsellors, Inc., who has been studying unemployment 
insurance continuously for fifteen years and has also had 
practical experience in employment-office and unemploy- 
ment-insurance administration. I have little doubt that our 
Committee will recommend the enactment of a national 
unemployment-insurance law, which, however, as the Presi- 
dent indicated in his message in June, will require coopera- 
tion by the states. I believe that the coming winter offers the 
best opportunity we are likely to have for a generation to 
gain unemployment insurance in this country. But many 
difficulties still have to be overcome and all who believe in 
unemployment insurance should make their reasons clear 
both to the Congress and to the state legislatures. 

In our interest in unemployment insurance, we are not 
neglecting other major hazards. Social insurance is being 
considered from many angles: workmen’s compensation, 
accident, health and invalidity insurance, retirement an- 
nuities and old-age pensions, survivors’ insurance, family 
endowment and maternity benefits and assistance to de- 
pendent children and families without a breadwinner. The 
problems of providing work, training, or opportunities for 
self-employment for the unemployed are also being investi- 
gated, and the costs, the handling of funds and all the various 
financial aspects are being carefully analyzed. 

Accidents are among the hazards which contribute to the 
insecurity of the average person. In normal periods, around 
25,000 workers are killed in industry annually, 150,000 suffer 
permanent injuries and nearly 3 million some temporary 
disability; non-industrial accidents take a much heavier toll. 

Sickness, it is estimated, costs the American people an- 
nually $900 million in lost earnings and $1 % billion for med- 
ical care. The real tragedy in these figures lies in the fact 
that some people are sick a long time and that many people 
cannot pay for the necessary care when they are ill. Medical 
care for a large segment of our population has therefore been 
both inadequate and an unfair burden on the medical pro- 
fession, which alone of all professions has been expected to 
render free service to the poor. While medical facilities are 
better today than they have ever been, hospitals are half 
empty and physicians and nurses idle because so many 
people can not afford badly needed services. 

Some governmental responsibility for the health of the 
people has been assumed through the Public Health Service 
which, by its preventive and educational work, has per- 


Security for Americans in work, home and health was the aim 
which President Roosevelt set before the Cabinet committee 
whose report this month will provide the basis for his re- 
commendations to Congress. The chairman of that committee 
tells the directions their studies and thinking have taken 
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formed a greater service than is generally realized. A grow- 
ing number of hospitals, visiting-nursing organizations and 
similar services conducted by municipalities, counties and 
states extend free service or services at reduced rates to in- 
digents and to persons with low incomes. At the same time, 
there has been a growing public response to the principle of 
insurance as shown by the rapid spread of group hospitaliza- 
tion plans in the past two years. 

Compulsory health insurance has been accepted abroad 
by both physicians and lay persons as a great public benefac- 
tion; the most successful systems are those set up in coopera- 
tion with the medical profession. The possibilities of some 
advance-payment plan for medical and hospital care, de- 
veloped along lines adapted to our American conditions are 
being studied for our Committee by Edgar Sydenstricker, 
chief statistician of the United States Public Health Service 
and director of medical research for the Milbank Memorial 
Fund, and by I. S. Falk, also of the Milbank Fund, whose 
services were made available to us at our request. 

We are studying also the possibilities of extending public- 
health facilities, particularly in the preventive field. With 
illness, as with all other hazards, prevention insofar as is 
possible is vastly more important than cure or relief. Thanks 
largely to the initiative and the progressive attitude of the 
American medical profession we have made great progress in 
the prevention of illness, but we certainly have not realized 
what might be done to keep all the people well. In all our 
studies touching on health problems we shall seek the advice 
and cooperation of the medical profession. We are organizing 
a general medical advisory committee and special groups of 
consultants on dental, public health, and hospital problems. 
Our best hope for constructive progress in this field lies in 
the active cooperation of the profession and its assistance in 
working-out a program advantageous alike to its members 
and to the public. 


ye for the hazards of old age, we know that of the 6% 
million of our people of sixty-five years or over a very 
large proportion is financially dependent. Competent ob- 
servors estimate that in 1930 approximately 2,700,000 were 
supported wholly or partly by others; last December about 
half a million were receiving emergency relief, while 115,000 
were receiving state pensions, with a long waiting list of 
eligibles. Large numbers of the aged have lost all their savings 
in the depression, and unemployment has made it impossible 
for many children to continue to support their parents. 
‘There is another factor, which, while not properly an old- 
age problem, cannot be ignored in a well-rounded program 
of security. For occupations requiring great strength or 
dexterity, a considerable number of plants have established 
rules barring most of the older workers. In lines where skill 
and experience count, the older workers are not discrimi- 
nated against, but for the lower-income groups—unskilled 
and semi-skilled—even middle age is a distinct handicap. 
The age limit for women employes seems to be lower than 
for men, probably because women are largely employed in 
tasks requiring dexterity and speed. While we cannot accept 
without protest a system which scraps men and 
women at 45 or under, we must realize that there 
is a growing group of older workers for whom 
employment opportunities must be provided if 
they are to enjoy reasonable security. 
Twenty-eight states now have some system 
of old-age pensions and the coverage is being 
constantly extended to a larger group. There are, 
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however, several obvious defects in the present schemes. 
Residence requirements are high; the age at which persons 
become eligible, usually seventy, is too late; and the system 
of local administration is open to serious criticism. The chief 
objection, however, is that financial provisions are usually 
meager. Under the present situation, although the coverage 
has increased on paper, actually the systems are breaking 
down. Fewer eligibles are in fact receiving the pensions. 
Instead they are lumped with their children or other rela- 
tives, on relief—an ‘“‘economy” which has little to recom- 
mend it. Some form of government subsidy, granted on the 
acceptance of standard requirements, is obviously indicated. 

Non-contributory pensions given to a person on reaching a 
certain age must necessarily be small and based, at least to 
some extent, on need. Sympathy with the right of old people 
to a decent life in their declining years is naturally great, but 
we cannot afford to let our enthusiasm blind us to the under- 
lying economic factors, or sweep us into unsound legislation. 
Since the President’s message to Congress in June, there 
have sprung up all over the country schemes for promoting 
large pensions for elderly people regardless of need. The large 
following which some of these unrealistic schemes have at- 
tracted shows very clearly the need of a carefully studied and 
definite plan. The way of progress to real security for the 
greatest number can never lie in such “get-rich-quick” 
schemes. 


Dini ce systems of old-age pensions 

have been in operation in Europe for many years. 
Small, but fairly adequate, pensions are granted to persons 
whose income falls below a standard minimum on arrival at 
a certain age. The tendency has been to set up, in addition 
to these grants, which are of course based on a means-test, a 
system of insurance by which on arrival at a specified age, 
the old person receives as a right a pension towards which he 
has contributed during his working years. The recent Rail- 
road Retirement Act is an American example of this type of 
legislation. Barbara N. Armstrong of the University of Cali- 
fornia, author of Insuring the Essentials, is in charge of our 
study on provisions for old-age security, with Professor J. 
Douglas Brown of Princeton and Murray Latimer, chairman 
of the Railroad Retirement Board, as advisors. 

The hazard of death overhangs us at all ages. If death 
comes to the breadwinner while his family is still young its 
economic consequences are far more serious than if it occurs 
late in life. Many mothers in such families have a low earning 
capacity, and their going to work does not solve the eco- 
nomic problem, particularly if the mother must hire some 
one else to care for the children. About 1 in 10 of the families 
on relief has no member who is employed or seeking work, 
and in 1 in 16 to 1 in 8 cases the only employable persons are 
women, three-fifths of whom have dependent children. 
The total number of families in this group is much larger 
than the number of families aided under mothers’ pension 
laws would indicate. With 7 million children under sixteen 
years of age on relief rolls, the necessity of providing for 
security for this group of future citizens is obvious, both 
through a comprehensive health program and by an amplifi- 
cation of the mothers’ pension laws. 

As a nation we are beginning to wake up to the fact that 
we are at least a quarter of a century behind most of Europe 


in our protection of the lower-income groups. It is an encour-_ 


aging sign, however, that with our customary American 
energy, having seen the light, we are pursuing it with vigor 
and enthusiasm. Already in this vast sea of insecurity there 
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are a few islands of hope. In the first place, the present Ad- 
ministration has felt keenly the public responsibility for indi- 
viduals who are in distress through no fault of their own and 
the federal government has taken a major part in the work 
of relief. The sum of $234 billion has been appropriated for 
direct and work relief. Further, $3,800,000,000 has been 
appropriated for public works, $785 million for the CCC and 
$525 million for drought relief. The Administration looks 
with sympathy on the human and personal side of the prob- 
lem, realizing that it is not a dole Americans want, but work. 
Up to the present, through the CWA, the PWA and the 
CCC, several millions have been given employment on 
projects financed wholly or in part from federal funds, as 
part of the program for relief. But what has been done is 
by no means adequate. As I see it, in the course of time, we 
shall have to establish in this country substantially all of the 
social-insurance measures which the western European 
countries have set up in the last generation—adapted, of 
course, to American conditions and improved through 
study of Europe’s experience. 

Social insurance alone, however, does not promise any- 
thing like complete economic security. More important than 
all social-insurance devices together is employment. We 
need continuous study of employment opportunities, ad- 
vance planning of public works, and emergency work 
programs on a much more extensive scale than we now have 
them. Our public employment service has made great prog- 
ress during the past year under the provisions of the Wagner- 


Peyser Act, but it will need to be much expanded if it is to _ 


play its full part. 

There are many people who cannot be brought under an 
unemployment-insurance system and even the insured 
worker, especially during periods of depression, may exhaust 
his right to benefits. Other countries with long-established 
unemployment insurance systems have found it necessary to 
supplement insurance benefits through public-assistance 
grants and public-works projects. For these reasons, we deem 
our studies ofemployment opportunities, headed by Meredith 
B. Givens of the Social Science Research Council, and of 
public employment, which is in charge of Emerson Ross of 
the economic staff of the FERA, as most important. Our 
report certainly will include several recommendations on 
employment and it is to be hoped that legislation may result 
from them this winter. 


HE problem of insecurity, of course, does not involve only . 


the wage earners. Large groups of self-employed people of 
low incomes—farmers, artists, teachers and other profes- 
sional people, many tradesmen and a considerable number 
of small employers,—are quite as much in need of additional 
measures for personal economic security as is the so-called 
industrial population. Another group, while it does not 
actually belong in the industrial picture, really should be 
considered part of it. In recent years we have seen the growth 
of large-scale commercialized agriculture, particularly in 
fruit-growing, truck-gardening, onion and sugar-beet pro- 
duction in which immense areas are managed by big 
corporations. In that type of agriculture we have a large 
group of seasonal laborers. Although the total number of 
workers and their families runs into hundreds of thousands, 
we know very little about them, except that they are prob- 
ably the most deeply submerged class in the entire United 
States. Their wages are the lowest, their hours the longest, 
and the character of their work involves the frequent shifting 
of the whole family. This migratory (Continued on page 629) 
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THEN CAME EXTRA KELLY 


least of all himself, knows or ever can know what may 

be his real name. Perhaps he lives in Chicago; though 
for aught I know he may be in Shanghai or Timbuctoo, or 
somewhere in the same apartment house with me, where 
abide dozens of folk whom I do not know from Adam. Or 
maybe on the other side of Jordan. He would be upward of 
36 by now, for it is about that long since for a few minutes I 
held him in my arms. He never heard of me, nor knew then 
or since how near I came to being his father. Any time I 
hear of a Kelly of Chicago I find myself wondering. . 
Not without regret, and some spunks of conscience. 

Eight years we had been married. Long since we had ac- 
customed—not in the least to say reconciled—ourselves to 
the idea that though we knew not why, we were to have no 
children of our own. Facing that dismal prospect, with how- 
ever scant realization of how dismal it could be, we had per- 
force to content ourselves with service of our best to the 
children of others. In all conscience there were plenty of 
such that seemed to need it—in the crowded neighborhood 
where we lived in a social settlement, as well as among those 
of our acquaintance and contacts deemed in a material 
sense more fortunate. 

Long ago and often She had said to me: “If I may have no 
children of my own, I shall try to fit myself to mother other 
people’s children.” 

With the quiet, dogged persistence and thoroughness 
with which she did and does everything, as if preparing her- 
self for law or medicine, she set about the business of learning 
that vastly more intricate and difficult of the skilled profes- 
sions: Parenthood, the training of little children. In those 
days there was not the great bulk of literature on the sub- 
ject that there is now, but she searched out all there was, 
consulting all the experts available including the good 
mothers that she knew, attending lectures, observing in ac- 
tion nurses good, bad and unspeakable—exhausting every 
source of information. At the first opportunity she began and 
finished a two years’ course in the best kindergarten training- 
school I know, received its diploma and thereafter became a 
member of its faculty. She saturated herself with the tech- 
nique, and what is more to the point with the philosophy, of 
Froebel, Pestalozzi, Susan Blow, Francis Wayland Parker, 
John Dewey and the rest, assimilating them in such degree 
that they became instinctive. Through the Mothers’ Club in 
the settlement, in the practice of the settlement kinder- 
garten, in the multiform contacts of the neighborhood, she 
dealt with scores of little children from babyhood up and 
representing every imaginable problem of development, 
defect and environment. I have seen her do magic with 
them. There was for example one little girl, a living tangle of 
“complexes,” given to those eruptions of parental ignorance 
and frustration known as “tantrums” (one doctor pro- 
nounced them epileptic.) Under her strong and loving con- 
trol and releasing guidance I saw that little wild creature, 
possessed by the devils of fear and futile wilfulness, relax and 
open like a lovely flower. Fitting herself, this woman was, for 
a motherhood which so far as she knew must ever be vicari- 
ous. 


Pissrait he goes by the name of Kelly. Nobody, 


Some by-product of all this came across to me. I might 
even be said to have had some experience in this field. Being 
the oldest in a family of seven children, I had been forced by 
circumstances including paucity of family income to ac- 
quire some training myself. Upon the younger ones I had 
practiced all the details. I had bottled and diapered them, 
pushed them in baby-carriages for countless miles; even 
surreptitiously spanked them; I had read to them, played 
with them, quarreled with them, fought for them. Afterward 
in my business I had dealt with hordes of newsboys, and at 
the time of which I write I had charge of a boys’ club of 
some seventy-five as unconscionable little savages as ever 
contrived deviltry to perplex and enrage and tax the pa- 
tience and ingenuity of a club leader. All the same and 
despite their inroads upon my temper, I loved them and 
was at home with them. In the two of us there was a sleep- 
less hunger for children whom we might call ours. I relate 
these exceedingly personal things as background in an ex- 
ceedingly personal episode, and as in part explaining the - 
emphasis with which our friends who knew about them kept 
saying, “What a pity it is that you have no children of your 
own.” 


HERE was of course a way, better than none, and more 

and more we were drawn to it; for months we played 
with the idea. We could adopt a child. It was a thing not so 
common then as now. Compunctions of many kinds beset 
the way. Decision in principle was easy enough; all about us 
were children ready to hand and more coming, welcome 
and unwelcome, on all sides. But forthwith ensued the spe- 
cific question: Yes, perhaps, but then what child? One must 
be extraordinarily careful. Think of bringing into one’s 
family some Little Nemo whose antecedents might be— 
God knows what! 

“It is an awful gamble to adopt a child,”’ one friend said 
to me. 

“Tt is an awful gamble to bring into the world a child of 
one’s own,” I answered. 

“To some extent yes, but at least you know about its 
heredity.” 

*‘What do I know about it?” 

‘You know your own father and mother, and your 
wife’s.” 

“Do I? What do I know about them? Only by hearsay 
do I know that they are my father and my mother. However 
much I believe nevertheless that they are such, of what they 
have put into my blood I know exactly nothing. Regarding 
my grandparents—not to mention those of my wife and 
more remote ancestry of either of us—I know even less. 
And as for what I do know, with all reverence and admira- 
tion for them all and each, I should not like to bequeath to 
any child all of their traits, either physical or temperamental 
—or for that matter any of some that I have in mind! In 
truth the heredity of a child I might adopt might be sub- 
stantially better than my own. After all, the important 
worry is not what kind of ancestors I had, about which I can 
do nothing, so much as what kind of ancestor I myself am 
going to be; about which perhaps I can do somewhat.” 
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Also, as I saw it (and see it now,) assuming our own hered- 
ity to be all that could be desired, and that of the child quite 
otherwise, our job would be to offset his dubious inheritance 
by wisdom in training and education. More perfectly good 
heredity and personality are spoiled and frustrated by bad 
environment and mismanagement than the other way 
about. We don’t know anything about heredity, especially 
as to traits of character—certainly not about it as a separable 
factor—but even if we did, we should have no right in any 
particular case to plead it as an alibi or as anything but a 
major part of our problem, unless and until we had made 
environment, especially including our own intelligence and 
behavior, one hundred percent good. 

“The absurdity of all this hullaballoo,” I told my friend, 
“is in the assumption that we are in fact especially fit to 
bring up any child, even one of our own; be his heredity 
what it may. We might turn out to be the worst possible 
parents for one particular child, however well we might do 
with a different one. I could name parents of seemingly 
impeccable heredity and best possible intentions who have 
visibly spoiled, one after another, a whole family of children 
of their own. Experience in‘ this business is no guarantee of 
wisdom. And a child of anybody’s begetting might come 
out well in spite of our well-meant blundering. As you say, 
in any case it’s an awful gamble.” 


ELL, we decided to do it. And to make the gamble a 

thoroughly sporting proposition we determined to 
find a baby of ‘‘bad heredity,”’ and give him (we preferred a 
boy) what we flattered ourselves would be a somewhat 
better chance than otherwise he might have. The only 
proviso was that so far as could be assured he must be of 
physical equipment and condition normal—whatever that 
might be assumed to mean. Which in itself somewhat handi- 
capped the gamble as compared with a child of our own, 
whose physical characteristics we must accept, normal or 
otherwise. 

Easily imaginable, and unforgettable, was the uproar 
ensuing upon our announcement of this outrageous project. 
The circles of our friends, especially of my own family—her 
family never heard of it!—went frantic. 

“You are simply crazy!’ they cried with one accord. 
**You cannot realize what you are letting yourself in for. 
Besides,”’ my own relatives shrieked, “‘we have some rights. 
To bring into our family a child who might turn out—” 

I could have retorted, concerning some who had come 
into the family in the conventional way, and “turned out” 
. . . . But never mind about that. We set about finding the 
actual child, who was to ‘‘turn out’’—what? 

Upon the morning of inexorable decision I was passing 
through an alley near the settlement, and came upon a 
little girl, sitting upon a doorstep with a baby in her lap. I 
knew there was no baby in that family. 

“Why, Mary Mullen, where did you get the baby?” 

“He lives upstairs.” 

‘What is his name?” ; 

**T don’t know. They only moved in yesterday, and they 
died in the night.” 

“‘Who died?” 

‘‘His father and mother. Both of them to oncet. They was 
both awful sick when they came.” 

Nobody knew who they were. The truckster had gone 
away unidentified; the landlord reported a week’s rent paid 
in advance by a man visibly sick, giving with evident re- 
luctance the indubitably fictitious name of “‘Smith.” There 
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was only a little huddle of battered furniture; not a letter, 
nor other scrap of paper; no vestige to identify anybody. A 
few stray coins. I do not remember the cause of death— 
pneumonia perhaps. To the police it was all in the day’s 
work. Such things happened. 

So here was our baby. Heredity unknown and unknow- 
able. Nothing visibly the matter with him; a chubby, rollick- 
ing little fellow, without much in the way of clothing. He 
gurgled joyously in my arms and gripped my finger. 


ACED with this obvious actuality, we discussed some 
more. Something stayed decision. On the second morning, 
however, I went back into that alley determined to bring the 
baby back with me, at least for inspection. Again Mary sat 
on the doorstep. She was crying. 

‘“Where’s the baby, Mary?” 

‘““He’s gone,”’ she sobbed. 

““Gone? He didn’t die too?” 

*“No, Mr. Kelly took him. My father said we couldn’t 
afford to keep him. The Kellys is moved away, I don’t know 
where.” 

Now, Kelly was a man whom we were constantly helping 
into jobs and out of scrapes; one of those well-meaning un- 
lucky fellows, efficient only in the begetting of children, of 
which at that moment he had eight. It took me a week to 
find him, in another alley a mile or more away. He had 
gotten a job and moved nearer to it. It was a sunny Sunday 
afternoon, and there he was sitting in the doorway, with 
“our” baby on his knees, and Mrs. Kelly beside him with 
their own latest one on hers. 

“Tt seems to me,” I said after he had acknowledged inten- 
tion to keep the little stranger, “that with eight of your own 
you had pretty near enough of a family.” 


‘Sure I did,” he replied with a grin, “‘but when ye have | 


eight, and maybe yet more to come as time passes—as I 
hope ye’ll never learn by experience—one more of this size 
don’t make no difference to notice. I have a fine job now, 
and—” 

“‘Here’s hoping you’ll keep it.” 

“Tl keep it, never fear. As ye might say, I have a new re- 
sponsibility to keep me on me good conduct.” 

‘As if eight of them already wasn’t enough,” interposed 
Mrs. Kelly. 

“J’m thinkin’, said Kelly, “of havin’ him christened 
‘Extry’.” 

**t don’t see how you had the nerve to do it.” 

Kelly made no reply to that. With a meditative, puzzled 
look he was saying: 

‘Ye know, I should think that Mullen feller—him with 
only the one girl Mary—would have took this baby. Some- 
body’s got to bring him up, an’ ’twas right at his door. But he 
was makin’ a lot of talk about th’ expense—even the cost of 
schoolin’, would ye believe it? Thinkin’ it over—well, ’twas a 
simple thing: Here’s this nice little kid, wantin’ a father an’ a 
mother. I’m a father an’ th’ old woman is a mother, as none 
can deny. What more d’ye want?” 

Doubtless I could have got the baby away from him. 
Whether he would object I did not know. I was not sure 
even about Mrs. Kelly. I did not tell them of our own inten- 
tions in the matter; but went home to resume discussion of all 
the pros and cons. When I got there-it was to hear the news 


-that a baby of our own was on the way, expecting some per- 


sonal attention, however much it might interfere with the 
interesting sociological experiment about which there had 
been, as it were behind his back, so much talk. 
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BEetLER Smee PEE DILED BYayiEON .WHIPPLE 


PRODUCTION, CONSUMPTION AND SOCIAL PROGRESS 


HESE two meaty vol- 
umes prepared by the 
research associates of 
Brookings Institution consti- 
tute an attempt to get down to 
brass tacks in the gentle art of 
estimating how much _ the 
American people can produce 
of material goods in this machine age, and what is their 
capacity to consume the good things of life. 
In the first volume the authors make no attempt to esti- 
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/ mate the productive capacity of America under a planned 


social order in which all of the social and economic forces of 


_ the community are mobilized as a unit for the common 


good. 

The aim of the economists of the Brookings Institution is a 
far more modest one. It is merely an attempt to find out how 
much America might have produced in the generation from 
1900 to 1930 with the capital goods, labor force and tech- 
nological knowledge which she then possessed and with the 
general type of commercial organization then prevailing. 
There is no endeavor to estimate theoretical maxima of pro- 
duction, “‘but simply to measure how much more product 
we could turn out if the demand of the market were such as 
to keep our labor employed as fully as they could be under 
accepted hours of labor and with proper standards of plant 
maintenance.” ‘“There are of course great possibilities of in- 
crease as a result of scientific discovery, mechanical inven- 
tions, advancing techniques, and improved labor efficiency,” 
declare the authors. But the study does not deal with them. 
Neither does it consider how many millions of workers might 
be available for the production of needed commodities for 
the average citizen if wholesale competitive wastes were 
avoided and if workers directed their efforts entirely to the 
production of wealth, avoiding the creation of what Ruskin 
was prone to describe as “‘illth.”’ 

With this rather limited objective, the authors take us 
through industry after industry, in some of which statistics 
are far from complete. The degree of efficiency in the various 
industries varied considerably in this pre-depression era. 
The locomotive industry utilized only 40 percent of its prac- 
tical, as contrasted with its theoretical capacity; the flour in- 
dustry, 50 percent; the textile-machinery industry, 55 per- 
cent; the machine tool industry, 71 percent; the automobile 


industry, 83 percent, and industry as a whole, about 80 per- 


cent. This general average differs materially from the esti- 
mates made by the engineers and business men consulted by 
the Columbia University Commission on Economic Recon- 
struction, who were of the opinion that production could be 
increased from 80 percent to 90 percent if equipment and 
management were brought up to the best current standard. 

Thus, according to the authors, if we fully utilized avail- 
able plants and the labor power remaining idle during the 
years 1900-1929—labor power unemployed, partly un- 
employed or not fully occupied in full-time jobs representing 
a force as great as that of about 7 million persons on full- 
time employment—our standard of living during prosperous 
times would have been substantially above their actual 


AMERICA'S CAPACITY TO PRODUCE, by Edwin G. Nourse and 
Associates. Brookings Institution, Washington. 618 pp. 
Price $3.50 postpaid of Survey Graphic. 

AMERICA'S CAPACITY TO CONSUME, by Maurice Leven, 
Harold G. Moulton, and Clark Warburton. Brookings In- 
stitution, Washington. 275 pp. Price $3. postpaid of 


level, and we would have 
been able in 1929 to have en- 
larged the budget of some 15 
million families to the extent of 
about $1000 each. During the 
present period of crisis these 
budgets would have been in- 
creased by about 100 percent. 
‘The volume has been heralded as an answer to the extrava- 
gant claims of the technocrats and others who have talked 
about a superabundant economy. But while it is a partial 
answer to these, it must be realized that many of the prophets 
of abundance have been describing a possible era of plenty 
based on an entirely different social order and have fully 
recognized the difficulties of maximum increases in pro- 
ductivity under an unplanned, individualistic economy. 


‘Ties second volume in the Brookings’ series deals with the 
ability of the American people to consume the products 
of industry. The authors, in their survey of the field, have 
taken full advantage of all available sources of information, 
drawing heavily upon the surveys made by various govern- 
ment departments and by such organizations as the Na- 
tional Bureau of Economic Research. The book on the 
whole is an admirably clear handbook of wealth distribution 
and wealth -utilization. One of the most valuable and 
thought-provoking chapters to Survey readers undoubtedly 
will be the chapter on family incomes. The authors bring 
out the fact that, in 1929, the average family of two or more 
persons received approximately $2800. The median family 
had an income of $1700, that is to say, there were as many 
families with incomes less than $1700 as there were with in- 
comes in excess of that amount. The nearly 9 million un- 
attached individuals obtained that year about $1760 per 
capita. Nearly 6 million families, or more than 21 percent of 
the total had incomes of less than $1000. About 12 million 
families, or more than 42 percent, were compelled to get 
along on less than $1500. Nearly 20 million families, or 71 
percent, secured less than $2500 a year. Eight percent of 
American families—a total of about 2 million—received 
more than $5000, while 2.3 percent (about 600,000), more 
than $10,000. The 21 percent of families at the bottom of the 
scale received only 4.5 percent of the income. One tenth of 1 
percent of the families at the top (obtaining more than $75,- 
000 a year) received practically as much as 42 percent of the 
families at the bottom. “At 1929 prices, a family income of 
$2000 may be regarded as sufficient to supply only basic 
necessities. However accurate this generalization may be 
[say the authors], it is significant to note that more than 16 
million families, or practically 60 percent of the total num- 
ber, were below this standard of expenditures.”” Among the 
farm families more than 54 percent were trying to live on 
less than $1000 during a twelve months’ period—and that, 
we must not forget, was during the booming days of 1929. 

The authors, among other things, conclude that the un- 
fulfilled consumption desires of the American people are 
large enough to absorb a productive output many times that 
achieved in the peak year 1929. The trouble with us is 
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clearly not lack of desire but lack of purchasing-power. Though 
one may differ from the authors in a number of their generaliza- 
tions, one cannot help but be grateful to them and to Brookings 
Institution for these scholarly attempts to appraise the relation of 
the production and distribution of our national wealth and in- 
come to future social progress. Harry W. LAWLER 
League for Industrial Democracy 


Population Problems 
THE TWILIGHT OF PARENTHOOD, by Enid Charles, M.A., Ph.D. W. W. 

Norton & Co. pp. 223. Price $2.50 postpaid of Survey Graphic. 

AM delighted with this book. It brings into sharp focus ideas I 

have agitated in a score of technical papers and popular articles. 
For nearly a generation, I have attempted to point out the fal- 
lacies and dangers inherent in the current birth-control propa- 
ganda which has employed the crude figures of births and deaths 
as an indication of the reproductive capacity of the population. 

Dr. Charles has brought together all the evidence of recent 
years to show the dangerous population situation over the whole 
civilized world. Essentially, her thesis is that a distinct menace of 
under-population threatens the western world; that in spite of 
current excess of births over deaths, the reproductive rate of the 
peoples of Europe and of the United States, with such exceptions as 
Russia and a few others, is insufficient to maintain the population; 
and that, in fact, all of these countries are headed for decrease in 
the not remote future unless there is a decided upward trend in 
fertility. This thesis is developed so fully and convincingly by Dr. 
Charles that no one should miss the point. 

Dr. Charles’ book may be justly criticized for a bit of special 
pleading. It overdoes its thesis because it concentrates attention 
altogether on those countries which like western Europe and the 
United States clearly show the evidences pointing to future under- 
population. Little is made of those countries which like China, 
India, Japan and Italy can hardly be classed with the other coun- 
tries of the world in their reproductive picture. Dr. Charles rather 
minimizes the pressure of population which undoubtedly exists in 
these countries. Standards of living certainly in the Asiatic coun- 
tries, are so low as to make it necessary to point out how over- 
populated these countries are, even if some, like China, perhaps no 
longer show an actual increase in population. Japan, India and 
Java are increasing rapidly and with little, if any, sign in sight for 
improving standards of life or for moderation in their reproductive 
rate. It would not weaken the story for the western world to have 
the eastern side told. Being evidently a Marxian, Dr. Charles has 
minimized the influence of national borders and thinks of the 
resources of the world as available to every nation. 

Despite this bias and an obvious unfamiliarity with the demo- 
graphic literature on the historic development of her subject, Dr. 
Charles has rendered a real service in writing a very readable and 
interesting book on the present state of the population problem. 
Metropolitan Life Insurance Company Louis I. DusLin 


The Meaning of Building 
RAMESES TO ROCKEFELLER, by Charles Harris Whitaker. Random House. 

360 pp. Price $3.50 postpaid of Survey Graphic. 

ROM Rameses to Rockefeller is more than its publishers claim 

it to be. The subtitle, The Story of Architecture, is inadequate. 
Charles Harris Whitaker has written an essay on the meaning of 
building in civilization. It is a book which should be possessed and 
read slowly and pondered upon. It is full of keen criticism of archi- 
tecture as propaganda whether it be propaganda for the after life, 
as the pyramids and temples of Egypt, or the propaganda for 
empire as the architecture of Rome, or propaganda for meek 
suffering at the injustices of life as the architecture of the cathe- 
dral builders. 

How frequently, Mr. Whitaker points out, did the builders build 
as they were told. How vainly did they content themselves with 
throwing a halo around art to the neglect of life itself. He draws a 
distinction between craftsmanship and the craft—architects of the 
Romanesque and Gothic and the decline of craftsmanship that 
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followed when the architect of the later Renaissance became the 
artist-architect, academically ignorant of function. It was this dis- 
regard of function which changed windows from a means of 
admitting light at a desired point into an accent or pattern upon 
an exterior facade. Later followed the cataloguers and pigeon- 
holers whom Mr. Whitaker points out as “symptoms of race 
fatigue.” 

Nearly half of the book is given to America. He begins with the 
problem that the early colonists faced with the need of providing 
shelter in the American wilderness. He traces the development of 
the efficiency of the early craftsmen coming in increasing numbers 
from England as the growth of the new country increased the 
demand for buildings of quality. He goes on to describe the stylistic 
developments brought about by later salesmen architects—the 
fact that the banks went in for Greek temples and the churches — 
made a “‘bid for prestige by going in for Gothic.” He accuses the | 
architects of the present day of being over-engrossed in artistry. 
He looks forward to the day when architecture might: “‘be defined 
as the work of arranging agreeable and convenient buildings in 
pleasant surroundings, that progress civilizationwards might be 
steady and with a generally rising well-being. In a society so — 
headed, architecture, instead of being known as an art,’ or as — 
that damnable and completely undefinable bit of snobbishness a ; 
‘fine art,’ would be esteemed as a healthy normal process of doing ~ 
healthy normal things related to the general perfecting of buildings — 
and their surroundings for everybody.”? Mr. Whitaker’s book is a — 
challenge to leadership in a world that sadly needs a clarifying of — 
standards and a redefining of the purposes of civilization. : 
American Institute of Architects ARTHUR C, HoLpEN — 
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Abuses of the Market Place 


SECURITY SPECULATION, ITS ECONOMIC EFFECTS, by John J. Flynn. 

Harcourt, Brace. 327 pp. Price $3 postpaid of Survey Graphic. 

OHN J. FLYNN writes about the abuses of the market-place | 

with the ardor of righteousness. May he continue his attacks as © 
long as the abuses exist. The best defense against such attack lies in 
ending the abuses. If sometimes his impetuosity shows him the ~ 
advocate rather than the judge, that is as it should be. He seeks re- 
form and hopes to arouse the public conscience. He is no ignora- © 
mus with moral convictions based on misunderstanding, but knows ~ 
the mechanism of the security market and the forces which work it. _ 

He defines speculation in securities as buying and selling with the — 
intent of making a profit out of a change in price within a compara- © 
tively brief period of time. And that is substantially what we all — 
mean when we use the word without qualification. He contends ~ 
that such speculation is not necessary to make a market adequate 
for the buying and selling of investors, that it does not reduce the — 
violence of price change, and that it has developed grave abuses. ~ 
The abuses are proved. The argument for the defense that specula- 
tion reduces the violence of price change seems at least question- 
able. Whether or not speculation is valuable in creating an ade- 
quate market is open to debate. It is doubtful whether we can 
know without experience of a market in which speculation does 
not exist. 

When Mr. Flynn decries the economic value of a quick close 
market he carries advocacy so far that he damages his own case. 
It makes a vast deal of difference whether a market exists, with a 
difference of only a quarter of a point between bid and asked, in 
which a transaction can take place within a few minutes, or 
whether the difference between buyer and seller is 25 percent or — 
more, and their minds can come together to effect a transaction 
only after months of delay. Investors are willing to pay for the value 
of marketability. It is important to an investor that he can quickly 
shift his risk at a price without great sacrifice as compared with 
what he would have to pay if he were assuming it. Maybe lack of a 
market would prevent him from making a mistake by making it 
impossible for him to exercise his judgment. What we need in this 
respect, however, is not poorer markets but better investors. 

This is only a partial summary of the work. But for more the 
reader is referred to the book itself. If he is interested in the subject 
at all he will find stimulating matter. 
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. TO 
AN EARLY GRAVE 


If you are overweight you are unhealthy chides Dr. Bundensen, 
president of the Chicago Board of Health, whose well-known 
slogan ‘‘Your belt line is your life line’? has set many a man and 
woman to tightening up the belt by fair means or foolish. Be- 
cause people will go in for harmful drugs or whatever is the 
current reducing fad, he has felt it his physician's duty to develop 
a sane system. He gives in a lively little book full of entertaining 
aphorisms a quick-results diet, a well-balanced reducing diet and 
a maintenance diet.—F, L. K. 


DR. BUNDENSEN'’S DIET BOOK, by Herman N. Bundensen, M.D. 158 pp. 
Price $1.50 postpaid of Survey Graphic. 


A manipulated market is an unqualified evil. Anything and 
everything should be done to prevent it that can be done without 
having a cure worse than the disease. 

It may be remarked that muckrakers, to use an obsolescent word, 
might well provide a monument in honor of Congressional in- 
vestigations from which they have derived much of their living for 
many years. 

Estimating the maximum number of speculators in the years 
1928-1930 at 900,000 Mr. Flynn compares it with a population of 
123,000,000 to come to the conclusion that the evils of speculation 
do not arise from the rush of population to Wall Street. An observer 
of the phenomena of those years must admit the existence of child 
speculators. 

In the opinion of the reviewer—if a reviewer may express an 
opinion—some amount of speculation is probably useful in creating 
a market, but this speculation should be exclusively professional, 
and every endeavor should be made to prevent manipulation. 
Amateurs have no place in this work. It is to be hoped, however, 
that the new Securities Exchange Committee will establish a rule 
prohibiting commission brokers from speculating on their own 
account. Hastincs Lyon 
New York City 


Whom Does It Pay? 


OUR MASTER'S VOICE—ADVERTISING, by James Rorty. John Day. 394 pp. 

Price $3 postpaid of Survey Graphic. 

WENTY years ago this book would not have had a hearing. All, 

except the Cassandras, believed that the existing economy was 
the best under which the world had ever lived; that whatever 
helped to promote that economy was right. Selling, for profit 
rather than for use, was the business of the world and advertising 
was the chief promoter of selling. “It pays to advertise” was an 
axiom more thoroughly accepted than those of Euclid. 

Now thinking people, by no means radical, question the sound- 
ness of the foundations of the whole profit system which, they be- 
lieve, is crumbling before our eyes. If they are right its auxiliary, 
advertising, will be one of the first parts to disappear. 

Mr. Rorty, as the result of his observation and thinking during 
years spent in successful copy writing, has reached this conclusion. 
He believes that all efforts to eliminate advertising which is dis- 
honest or in bad taste must ultimately fail because the existence of 
the business depends on its ability to sell goods and that end can 
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often be accomplished better by dishonest and vulgar methods. He 
holds, moreover, that newspapers and magazines, because their 
existence in turn depends on advertising, must if a conflict between 
the interests of public and advertisers arises defer to the wishes of 
advertisers. 

The size of the advertising industry will astonish most readers. 
Figures given here show it as one of the greatest enterprises of the 
country, giving work directly and indirectly to hundreds of thou- 
sands. It is such an important cog in the business situation that it 
cannot be considered apart from that situation as a whole and will 
survive or perish along with the rest of it. 

Our Master’s Voice might be too hard reading for those who do 
not like to be forced to think, if it were not for the interspersed ac- 
counts of advertising as it is practiced. These sections are caustic, 
penetrating and outrageously funny. The casual reader will be led 
on from one such incident to another until he has, fortuitously, 
absorbed the author’s argument. I. M. Bearp 
Bethel, Conn. 


LAUGHING THEIR WAY, by Martha Bensley Bruére and Mary Ritter Beard. 
Macmillan. 295 pp. $4. 


MartTHA BruERE who often delights Survey readers with her 
silhouette illustrations cut with scissors has conspired with Mary 
Beard to delight us again with this anthology of humorous writing 
and drawing by American women since 1830. The authors judge 
depressions to be a good time for laughing so they provide themes 
from “the ladies” to show they have a sense of humor. The evi- 
dence, from local colorists, poets, feminists, satirists (Charlotte 
Gilman alone), and our modern columnists and ‘“‘skit-writers” of 
The New Yorker school, tots up to a gay and amusing book. And 
the pictures are even gayer than the text. We may wonder whether 
this is all or the best that American women have created, but 
anthology-making is a personal adventure; this selection reveals 
that our women writers and artists have made pretty lively fun for 
the last thirty years, at least. They have edged their wit against 
themselves, men, outworn conventions and institutions, and the 
ironic moods of life. Whether their humor is at heart happy may 
be another story. 


HOW EUROPEANS PAY SICKNESS BILLS 


(Continued from page 619) 


only Germany in solid green. Had the map been tinted just before 
the Great War, only about half the European countries would have 
been thus colored. A review decade by decade shows that group 
payment established by legislative action has expanded steadily 
into more and more countries; and in most of these countries it 
has been extended from time to time to include more and more 
people and to provide a wider and wider scope of medical service. 
Such a history can only indicate a general public satisfaction. Even 
during the economic difficulties of the post-war period, even during 
the depression of the last five years, the expansion has continued; 
and health insurance has remained financially sound in countries 
in which other phases of social insurance such as unemployment 
and old age have been in financial difficulties. 

There are important limitations and exceptions. Group payment 
established through taxation or insurance sets up after all only the 
framework of medical service, not its substance. The substance of 
medical care depends on what physicians, nurses, hospitals actually 
do for the patients. In every country the initial attitude of the organ- 
ized medical profession has been one of opposition to health in- 
surance. In Great Britain, the British Medical Association has 
moved from that stage to one of frank approval of the sickness- 
insurance system, to active participation in its administration, and 
to a demand for its extension to cover the dependents of employed 
persons and to include specialist service as well as care by general 
practitioners. In Germany there has been continued and often 
violent criticism from important medical groups. On the other 
hand, there is no serious demand there or anywhere else for the 
abolition of the system as a whole (Continued on page 628) 


A Brief Reading List on Medical Costs 


BOOKS 


THE COSTS OF MEDICAL CARE, by I. S. Falk, C. R. Rorem and Martha D. Ring. 
1933. Summary volume, Publication No. 27, of The Committee on the Costs of Medical 
Care. 630 pp. University of Chicago Press. Price $4 postpaid of The Survey 


MEDICAL CARE FOR THE AMERICAN PEOPLE. The final report, Publication 
No. 28, of The Committee on the Costs of Medical Care. 1932. 238 pp. University of 
Chicago Press. Price $1.50 postpaid of The Survey 


THE PURCHASE OF MEDICAL CARE THROUGH FIXED PERIODIC PAY- 
MENT, by Pierce Williams. 1932. 308 pp. National Bureau of Economic Research. 
Price $3.50 postpaid of The Survey 


PAYING YOUR SICKNESS BILLS, by Michael M. Davis. 276 pp. University of 
Chicago Press. 1931. Price $2.50 postpaid of The Survey 


MEDICINE AND THE STATE, by Sir Arthur Newsholme. 295 pp. Williams and 
Wilkins Company. 1932. Price $3.50 postpaid of The Survey 


THE WAY OF HEALTH INSURANCE, by A. M. Simons and Nathan Sinai. 300 pp. 
1931. University of Chicago Press, Price $2 postpaid of The Survey 


THE MEDICAL PROFESSION AND THE PUBLIC. 112 pp. 1934. The American 
Academy of Political and Social Science. Price $1 postpaid of The Survey 


PAMPHLETS 


Pamphlets and reprints discussing various aspects and viewpoints in the field of medi- 
cal economics may be obtained without charge or at nominal costs from a number of 
organizations including the following: 


AMERICAN MEDICAL ASSOCIATION, 535 N. Dearborn St., Chicago 
Publication of the Bureau of Medical Economics, including Medical Relations Under 
Workmen's Compensations, 75 cents; Health Insurance, State Medicine and the Cost 
of Medical Care, a Handbook, 35 cents; An Introduction to Medical Economies, 15 
cents; and others 


(Continued from page 627) and a general return to payment by indi- 
vidual fees. 

A more fundamental criticism springs from the fact that Euro- 
pean countries began the establishment of organized group payment 
with emphasis on the relief of poverty rather than upon the care 
and prevention of sickness. Outstanding in their system, therefore, 
has been the supplying of cash benefits to replace wage loss during 
sickness. There has been a continual increase, however, in the scope 
and amount of expenditure for medical care; there has been a slow 
but real tendency to develop or link-up with preventive measures; 
there has been a wholesomely enlarging participation of physicians 
in the determination of the policies affecting medical work, and in 
the control of the professional standards and procedures of service. 
In the United States, thanks largely to the initiative and public 
spirit of those physicians who have pioneered with interested lay 
groups in developing public-health work and the social relations 
of medicine, we have at the present time a larger amount of pro- 
fessional initiative and experimentation in this field by physicians, 
dentists, nurses and hospital administrators than existed in any 
European country during the period preceding the extensive 
development of methods of group payment. 

An ‘American plan” for medical care should not be a poor man’s 
system. Its benefits should be available to all the people who need 
it, just as its opportunities should be open to all the physicians who 
have the desire and the competence. to take part in it. Preventive 
medicine, which can reduce the miseries and costs of sickness by 
wiping out some of their causes, should not be merely associated 
with this program. Prevention should be at the heart of its policy. 
Prevention should be the warp of its administration. 
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HOW | GOT THAT WAY 
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is not in the doctors: it is in the organization of the job. It is not so 
much how he tackles the job as when he tackles it. A doctor, for 
instance, if I consult him in time, may save me from a life of suf- 
fering and eventual death from cancer; and may do so by the ex- 
penditure of a very little time. If I do not consult him in time, 
however, he may work on me for years and years, with utmost 
devotion and skill, and still be unable to produce any health in me. 

Looking at it from one angle, he is surely entitled to a high fee 
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AMERICAN ASSOCIATION FOR LABOR LEGISLATION, 131 E. 23 St., New 
York City 
Formulating an American Plan for Health Insurance, by I. S. Falk. 10 cents 
Group Medicine or Health Insurance, Which Comes First? by Edgar Sydenstricker, 
10 cents 
AMERICAN ASSOCIATION FOR SOCIAL SECURITY, INC., 22 E. 17 St., New 
York City 
A Study of Standards for Health Insurance, by Edgar Sydenstricker. 5 cents 
AMERICAN HOSPITAL ASSOCIATION, 18 E. Division St., Chicago, Ill. 
Group Budgeting for Hospital Care, by C, Rufus Rorem 
MILBANK MEMORIAL FUND, 40 Wall St., New York City 
Problems of Health Conservation; Proceedings of a conference held on March 14-15, 
1934 
Fundamental Facts on the Costs of Medical Care, by I. S. Falk 
THE POLLAK FOUNDATION FOR ECONOMIC RESEARCH, Newton, Mass. 
Medical Economics, by Brooks Quimby. A debaters’ handbook with useful outlines 
and an uptodate bibliography of publications and magazine articles. 5 cents 
THE JULIUS ROSENWALD FUND, 4901 Ellis Ave., Chicago 
A Picture Book About the Costs of Medical Care 
The Economic Aspects of Medical Care. A reading list, revised to January 1934 
Publications in pamphlet form of studies of the Committee on the Costs of Medical 


Care 
RADIO 


DOCTORS, DOLLARS AND DISEASE, a series of radio programs on medical eco- 
nomics sponsored by the National Advisory Council on Radio in Education is being 
broadcast over a coast to coast hookup of the Columbia Network on Monday evenings 
through February 25 at 10.30-10.45 E.S.T. For a program with the list of speakers, 
write the Council, 60 E, 42 Street, New York City. Reprints of addresses may be ob- 
tained at 15 cents each or $2 for the series of 19 from the University of Chicago Press. 


for all this skill and devotion. But that is not the business way of 
looking at it. In business, we have discovered by fact-finding, 
wages must be based, not upon skill and devotion, but upon pro- 
duction. A Hindu worker may be ever so skilful and devoted, but 
he cannot produce much wealth under the system in which his job 
is organized, and he cannot therefore demand high wages. Because 
of the way in which their work is organized, American workers > 
can and do produce enough wealth so that they can get high | 
wages. Naturally we want them to be skilful and devoted too. But © 
no amount of skill and devotion om the part of a wheelbarrow-— 
pusher will enable him to move the freight that can be moved by ~ 
a man with a ten-ton truck. In a wheelbarrow civilization, then, 
incomes must be low. In a ten-ton truck civilization, they not only © 
can be but must be high; for, if the masses haven’t got buying-— 
power sufficient to enable them to order a lot of goods, there will 
be relatively little use for trucks and other machines, and relatively 
little employment, therefore, and relatively small incomes all — 
around. ; 

Doctors, to be sure, may not be interested in the machine system _ 
of industry. They use modern machinery to a certain extent— 
x-rays and other apparatus—but their methods are not factory — 
methods, and they do not depend for their effectiveness upon the _ 
number of kilowatts at their disposal. They can not, however, ex- | 
cape from the economics of the age in which they live. As a pro- 
fession, they are dependent for their income upon the wealth which — 
they produce which, in their case, is human health; and as a pro- 
fession, they could produce much more health than they do 
produce if they could treat their patients in time to prevent them 
from becoming sick; and incidentally, in time to prevent them from — 
having to quit work and becoming, therefore, unable to pay their 
bills. 

All this and more ran through my mind as I studied the work- 
ings of our clinic. I tried to think of some way by which, instead of |} 
referring serious cases to the family physician for expensive treat- || 
ment (for which very often the patient could pay only at the price || 
of financial ruin or not at all,) the doctors might so organize their — 
work as to get good incomes for keeping the masses well. Hy 

I would like to be able to say now that I solved the problem. I 
didn’t; but I worked on it, and worked hard. Then I was taken ill — 
myself—with neuritis. My one outstanding memory of that ill- | 
ness was not the physical pain. It was my recognition that I | 
couldn’t afford to be sick, and my determination to do something, — 
somehow, for the prevention of sickness. (Continued on page 629) — 
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I tried to discuss the problem with doctors, without much suc- 
ess. Then, through The Survey as it happened, I became ac- 
uainted with Harry Moore, public-health economist on the staff 
f the United States Public Health Service, who was endeavoring 
o organize physicians and laymen to explore the question, not 
xactly from the standpoint from which I had approached it but 
evertheless the same problem. All agreed that it was a problem for 
act-finding. I did what I could to meet the initial expenses. The 
st $10,000 contributed to organize The Committee on the Costs 
f Medical Care was given by the Twentieth Century Fund. Mr. 
oore and his colleagues did their preparatory work so well that 
he larger committee, supported generously by other foundations, 
ventually was able to bring the facts and the problems of medical 
osts before the whole nation. 

And that, it seems to me, means the beginning of the end of the 
roblem. The Committee’s findings are seeds which are sprouting 
n many quarters. Its research work and recommendations were 
10t linked with any plan for following up and stimulating public 
ction, but that action is manifesting itself in a hundred ways. The 
wentieth Century Fund itself has appropriated funds to promote 
he application in practice of the principles approved by The 
ommittee on the Costs of Medical Care; and the executive com- 
nittee has recommended the initiation of a continuing program in 
nedical economics to promote medical service on an annual 
ayment plan. 

Once the nation is thoroughly aroused to the economic and 
ocial meaning of sickness, we will insist upon such an organization 
f all our health-producing services that the greatest total health 
nay be achieved at a cost which the masses can and will readily 
ay. Incidentally, this is the only solution to the economic problem 
which now confronts the members of the medical profession; for it 
is only in providing such service that the profession can be really 
prosperous, and the average doctor assured of an income which 
adequately compensates him for his many hard years of prepara- 
tion. 


THE WAY OF SECURITY 
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life means that the children get little or no education and that 
health and living conditions generally are far below the minimum 
standard which we should maintain for every American citizen. 

The secretary of agriculture is a member of the Committee on 
Economic Security and his department has undertaken the re- 
sponsibility for making recommendations on measures to give an 
added security to farmers and agricultural workers, While it is 
difficult to give adequate protection to the self-employed, they can 
not be overlooked in any adequate program for economic security. 

Sentiment in favor of security legislation is evidently growing 
rapidly, At the worst, I believe, the inevitable opposition will only 
retard, not prevent, the ultimate achievement of our objective. 
Margaret Wintringham, England’s first woman member of 
Parliament, during her recent visit commented on opposition to 
unemployment insurance: 


I have been amused to notice that certain groups here are bring- 
ing up the same old arguments that were used in England twenty- 
five years ago. Of course, there was violent opposition on the part 
of the conservative element in 1911 when Lloyd George first pro- 
posed the scheme, but that opposition has completely vanished, and 
today I think no one would be without it. Employers who were par- 
ticularly fearful of its effects are now all in favor of it, for they see it 
works to their advantage too. 


I believe that actually the voice of opposition will be drowned by 
the wave of enthusiasm for social insurance which is sweeping the 
country. It is growing so rapidly that our concern must be rather 
to avoid being swept into hasty or ill-considered action. With a well- 
conceived program carefully thought through, we can move with 
confidence, slowly but surely, on that way of security to which we 
are committed. 


The first book frankly facing relationships not even supposed to exist: 


Jhe SHER LEE E of the 
UNMARRIED ADULT 


EDITED BY IRA 8S. WILE, M.D. 


The contributors include Margaret Mead, Robert L. Dickinson, Ernest R. Groves, Mary Beard, Robert 
Morss Lovett, Lorinne Pruette, N. W. Ingalls, Ernest W. Burgess, Morris L. Ernst, and Horace M. Kallen. 


320 pp. Large 12 mo. 


This book answers, frankly and courageously, such 
questions as: 


What percentage of men and women have sex experience before 
marriage? 


On purely physiological grounds, is there any reason why temperate 
sex intercourse should be denied to the unmarried? 


What is the average normal periodicity of sex functioning in adults? 


What are the dangers to an unmarried couple in arousing, but not 
fulfilling, physical desire? 


What problems face young couples who delay marriage for economic 
reasons? 


ls the proportion of illegitimate births increasing despite wider- 
spread knowledge of contraception? 


Is homosexuality common among unmarried women? 


ls a marriage in which there has been pre-marriage sexual inter- 
course more likely or is it less likely to go to smash? 


When does normal ‘‘sex play’’ impinge upon the abnormal? 

What percentage of unmarried persons indulge in auto-erotic 
practices? 

Can fundamental urges be repressed without a deieterious effect 
on one’s personality? etc., etc. 


Se RS FO A AS A SS SS NS 
Please mail this to your bookseller or to: G 1 
THE VANGUARD PRESS i 
100 Fifth Avenue, N. Y. C. - 
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each ($2.50 for each book plus 15 cents for postage and handling) of 1 
THE SEX LIFE OF THE UNMARRIED ADULT. i 
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Pivsicie and psychologists have given specific in- 
formation and help to married persons with ‘‘legalized”’ 
sex lives. But this is the first authoritative, popularly 
written counse! to answer the problems of a group 
compelled to delay the legal solution of their difficulties. 

*‘A much needed, candid, and sane discussion of one 
VY of the most important social and moral problems of 


the day. The book should create a real stir.” 
— HARRY ELMER BARNES 
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THE NEW BOOK BY 


NORMAN 
THOMAS 


He writes an amazing work 
of tremendous importance, 
sensational in its implications. 
He reports with honesty and 
fearlessness his findings on 
the lot of the common man: 
the farmer, the miner, the 
factory worker, the ‘white 
collar’? worker. To read his 
new book is to find one’s 
conception of America and 
the capitalistic system profoundly altered. Here is 
a brilliant portrayal of actual conditions, told by a 
leader of liberal thought in this country. $2.75 


HUMAN 
EXPLOITATION 


AARAAAEAA STOKES AAAAAAAA 


Towards Stability 
Sumner H. Slichter 


An authoritative, incisive inquiry, by an eminent 
economist, into the problems of the business cycle 
and the methods of stabilizing business. It discusses, 
among other vital questions: Why cannot wage 
increases stimulate business recovery? Can govern- 
ment spending prime the pump? Is inflation im- 
minent? Can industry be controlled under 
capitalism? $2.00 


Current Economic Policies 
Joseph B. Hubbard, General Editor 


Contains the best published discussions of the 
economic problems of the New Deal. Among the 
contributors are Wallace, Tugwell, Richberg, 
Dickinson, Lippmann, Keynes, Warren, Slichter, 
Rist, Willis, Taussig and Seligman. $3.50 


The Quest for Security 
I. M. Rubinow 


A thorough and engaging study of social insurance 
“Tt is brimful of shrewd and salty common sense 
and penetrating analysis, and it shows a thorough 
mastery over details.’”” Paul H. Douglas in The 
Nation. $3.50 


HENRY HOLT AND COMPANY 


One Park Avenue New York 


WE BELIEVE IN GROUP MEDICINE 


(Continued from page 595) 


and adherence to discipline in the interests of the group purpose. 


The share or salary that each member of the group is to receive _ 
each year from the group’s earnings is determined by a rating 


expressing his value to the group as a composite of these qualities. 


All professional earnings of all of the members are turned into the — 


common fund from which these salaries are drawn. 


It is the belief of the doctors of the clinic that they have estab- | 


lished a plan of collective security for themselves and their families. 
After ten-years operation of the group the three organizers of the 
clinic, a physician, an obstetrician and a surgeon, established a 


partnership and turned over to the twelve partners who had be- ~ 


come associated with them through these years 49 percent of the 
accounts which had accumulated on the clinic books together with 
49 percent of the clinic holdings, including office furniture and 
professional equipment, and 49 percent of the money in the check- 
ing and reserve accounts in the bank. This total amount plus a 
similar share of assets subsequently accumulated by the group 
represents security to a share of which each doctor in the clinic 
is entitled on his death, total disability or retirement because of 
age in proportion to his ‘‘worth”’ to the clinic as mentioned above. 

Security is new in medicine. Doctors in individual practice do 
not possess it except as they have achieved it by their own efforts 
in saving money and through fortunate investments. Actuarial 
statistics show that only 5 men out of 100, doctors included, are 
financially independent at the age of 65. Other statistics show that 
in the period of years from 45 to 50, 97 out of 100 men lose all of 
their money. Analysis of our security system shows that each doctor 
in the group, considering his age and years of practice, has at least 
as much wealth as other doctors of like experience in his neighbor- 
hood, and perhaps more. 

Looking forward, our group hopes to inaugurate a health- 
insurance plan controlled by us independent of lay intermediaries. 
Our interest in this field was active before the report of the Com- 
mittee on the Costs of Medical Care was published. We have de- 
bated and discussed annual payment plans and health insurance 
in our regular clinic conferences. We know that many of our pa- 
tients feel the financial burdens of medical care. To our business 
manager they speak of measures by which they can meet their 
financial obligations in installments. Enthusiasm for the insurance 
principle was greatly stimulated by the facts brought forward by 
the Committee on the Costs of Medical Care. It grew with the es- 
tablishment under our county medical society of a part-pay plan 
for citizens in low-income brackets, which may be a starting-point 
toward some use of health insurance approved by the society. 
Under that plan our group, like individual physicians in the com- 
munity, cares for patients who cannot pay usual fees at rates which 
are determined by the medical social worker employed by the so- 
ciety after a conference with the patient and in consideration of his 
or her present income and the probable cost of the needed care. 


HERE are barriers at present to our desire to try some use 

of the insurance principle in our own work. We all are members 
of our local county medical society. Local medical societies are not 
plastic to experimental procedures. They impose punishment on 
members who do not conform to rules agreed upon in days gone 
by. The members of our group hesitate to be expelled from mem- 
berships which stamp them as eligible to association with national, 
state and special professional associations. Our hope is that county 
medical societies may be reconstructed permitting policies of ex- 
perimentation which could be evaluated, such as insurance medi- 
cine. We shall press this point of view. The movement is conducive 
to the joint interests of patients and the medical profession. Socially 
minded and operated group practices are expanded consultation 
plans without additional cost to the patient for each specialist’s 
‘consultation. 

The insurance principle is well adapted to use in the medical 
sphere. The traditional method of charging each individual patient 
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» who becomes sick must be changed into a system of distributing 
moderate costs to all people who may become sick or seek advice 
) as to how to keep well. The initiative should be made by the medi- 
cal profession. Such a plan would mean adequate but not excessive 
incomes to doctors. The incomes would be stable and assured. 
The unpredictable and often intolerable economic shock of illness 
among people whose incomes are limited can be prevented by 
small regular payments. 

Our interest in insurance has been heightened by a venture in 
preventive medicine. We introduced periodic health examinations 
| into the activities of the group several years ago. The doctors were 
urged to talk to their patients about the desirability of complete 
physical check-ups at regular intervals. We put a physical con- 
ditioning instructor into the department of physical therapy. The 
experiment has demonstrated that the public is as yet little con- 
scious of preventive medicine and that doctors still cling to the 
curative-minded standards which have been instilled in them for 
centuries. The doctors of the group believe that effective individual 

applications of preventive medicine will not come until health in- 
surance is universally adopted in the United States. An insurance 
plan entails the payment of fair compensation to doctors for help- 
ing to keep people from getting sick. It brings the means and pay- 
ment of preventive service to people who now will not or cannot 
consult doctors until illness is at hand. 
As the result of our experience our clinic group is unified on the 
merits of organization for doctors and on government of the organ- 
ization by the members of the group who have manifested admin- 
istrative and guiding capacities. The original members have tried 
to instil planning into the minds of their associates. They have 
confidence that when they retire because of age limitation the 
younger partners will carry on in the channels which have been 
charted. Those partners whose periods of active, useful productive 
worth to the clinic are evidently on the decline will be retired at a 
fixed age. If there is value in the maintenance of prestige and good- 
will established by the older men toward the clinic the ex-partners 
will be retained in an advisory capacity as long as the reorganized 
members wish. This plan is in conformity with the idea that the 
collective welfare of the organization is the means through which 
it can carry on and develop its capacity for public service. Our 
group medical practice is predicated on the conviction that pro- 
fessional duties are paramount to professional rights. 


WORKMEN'S COMPENSATION 


(Continued from page 616) 


medical services to a group or class of individuals for a definite sum 
or for a fixed rate per capita. Workmen’s compensation—in large 
part a form of contract practice—in the United States has grown 
to sizable dimensions if one considers the $77 million spent an- 
nually for medical care under compensation laws. This is a larger 
sum than is spent for health insurance in any country in the world 
except Germany. 

In a market involving an annual $77 million of medical services, 
there has been an uncontrolled impulse to organize for the purpose 
of getting business. In one state in which individuals and organiza- 
tions prepared to take contracts for all kinds of industries, the fol- 
lowing situation was reported in a study made by the Bureau of 
Medical Economics of The American Medical Association (Medi- 
cal Relations Under Workmen’s Compensation, 1933): 

They [commercial promoters] hire laymen to solicit the con- 
tracts, thereby diverting a considerable portion of the fund to chan- 
nels of commercialism and, as a corollary to the medical-aid law 
contract, contract-doctors are carrying on a wildcat health- 
insurance business. They are known to have paid up to 20 percent 
of the gross revenue derived from the contract and up to $600 a 
month to lay agents, through whom the contracts were secured. 
Through the use of hired lay agents they secure contracts remote 
from their home towns, then sublet to local doctors for 25 percent 
of the total revenue, their sole service being to secure and to sublet 
the contract, or they hire the cheapest available local doctor to 
render the service under the remote contracts and often require 
him to pay them 50 percent of the gross revenue derived from all 
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Books of special interest 
to SURVEY GRAPHIC readers 


8 
HOW TO INTERVIEW 


New Revised Edition 
By Walter V. Bingham and 
Bruce V. Moore 


The interview as used in vocational direction, social 
case work, mental clinics, education, journalism, law, 
is practically discussed in this helpful manual. ‘‘No- 
where has so much experience about the right and wrong 
ways to interview been assembled in one place...a 
fundamental reference work on this important tech- 
nique.’’ — Personnel Review Bulletin. $3.00 


HOW YOU CAN GET A JOB 
By Glenn L. Gardiner 


Vocational directors, personnel workers — everyone 
who helps others get jobs — will find here invaluable 
new suggestions for use in assisting people to be intel- 
ligent in following through the specific details of effec- 
tive job-hunting. $1.50 


HOBBIES FOR EVERYBODY 
Edited by Ruth Lampland 


Here is the book that social workers, recreational direc- 
tors and all others concerned with directing others to 
new and stimulating interests have long been looking 
for. Just the reference encyclopedia to help you:suggest 
stimulating leisure-time activities. $3.00 


WOOD-CARVING AS A HOBBY 
By Herbert W. Faulkner © 


Psychiatrists have long realized the therapeutic value 
of wood-carving in nervous and mental cases. Here is 
the first inexpensive and at the same time complete 
methods manual on this fascinating craft — of equal 
appeal to normal and abnormal, young and old! $2.00 


WHO GETS THE MONEY? 


How the National Income is Distributed 


By Walter Rautenstrauch 
Columbia University 


If you follow the writings of such men as David Coyle, 
Bassett Jones and Fred Henderson, who are taking a 
novel and penetrating view of problems of distribution 
of the national income, you will want this book on a 
related theme. The author’s analysis of overhead costs, 
— of the burden they place upon production, — of 
where the national income goes, — is arresting and sig- 
nificant for everyone who is trying to think his way out 
of depression economics. $1.00 


Get these books from your bookseller 


or directly from the publisher 


HARPER & BROTHERS, Publishers 
49 East 33rd Street New York, N. Y. 
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GOD AND THE 
SOCIAL PROCESS 


By Louis Wallis 


author of Sociological Study of the Bible 
DR. HARRY EMERSON FOSDICK: “I have read your book 


with high enthusiasm. It appeal exciting to anybody 
who is interested in the field. You have written what I re- 
gard as an indispensable book on the development of the idea 
of God.” 


BISHOP FRANCIS J. McCONNELL: “'T have read every 


word of God and the Social Process — with interest growing to 
admiration — with admiration increasing to enthusiasm — 
with enthusiasm issuing in a sense of deep indebtedness to 
you. The Old Testament lives for me now as never before.”’ 


PROFESSOR E. A. ROSS, University of Wisconsin: ‘*Your 
book is so interesting that I could not put it down. I think 
throughout you show a very fine appreciation of modern 
sociological analysis.. Your sense of the values of different 
social phenomena is very keen.”’ 


PROFESSOR KEMPER FULLERTON, Oberlin College: ‘The 
title of your book at the very start excites me. You formulate, 
in a most penetrating way, the problem which has been 
troubling me these later years — the relationship of religion 
toreform.”’ 


392 pages, cloth, $2.00; postpaid $2.15 
The University of Chicago Press 


President Roosevelt says: 


“We are working toward the ultimate objective of 
making it possible for American families to live as 
Americans should.’’ How should we go about it? 
Catherine Bauer, Executive Secretary of the Labor 
Housing Conference, answers this question — fully 
and authoritatively — in her new book 


MODERN 
HOUSING 


After describing the experiences of European coun- 
tries where four million houses have been built on 
a public utility basis, she analyzes the issues 
around which the American housing problem is 
centered, and shows what has been and what should 


be done. 
With more than |200 illustrations, $5.00 


HOUGHTON MIFFLIN COMPANY 


private practice developed while in their employ. 


In some instances a local physician has secured the necessary © 


signatures to the petition intending to take over the contract for 


the industry. Remote organizations hearing of the fact, through ~ 


influence they could bring to bear, cause word to be sent to the 
mill that the employes should rescind their signatures immediately 
or if necessary every employe would be fired and an entire new 
crew hired. In these instances the workmen contributed 50 percent 
of the revenue and under the law are supposed to have equal au- 
thority with the employer, regarding who shall do their medical 
work under the Medical Aid Law. A remote group of physicians 
are so intrenched that they are able to take the bread and butter 
from the mouths of laborers, their wives and children unless the 
medical-aid contract is awarded to them. The workmen have 
grievances on this score and about the adequacy and efficiency of 
the services to the injured, but they dare not protest. 


Conditions in several other states are similar to these. It is impos- 


¥ 
. 
| 
; 
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sible to estimate the amount of money that has been diverted from _ 
employes’ contributions into the pockets of commercial solicitors, — 


an amount, of whatsoever size, which should have been used for 
the direct benefit of the injured workmen. 

A third corollary which appears as the result of experience in medical 
compensation is that no profit-taking promoter, organizer or entrepreneur 
should intervene between the physician, surgeon, nurse, hospital or other 
agent giving care and the patient who receives it. 

Every attempt to introduce such a third party has proved waste- 
ful and harmful. 

In workmen’s compensation as in other social developments, the 
form of legislation and institutions is of far less importance than 
their administration. If that administration is monopolized or 
dominated by the interests that are concerned primarily in con- 
serving the income of employers and carriers, then the medical 
care of the injured workers and the professional standards on which 
that care so largely depends will be neglected, not so much through 
direct intent as through indifference, neglect and overemphasis of 
the interests actively and intelligently concerned in such manage- 
ment. The interests of injured workmen will be conserved best by a 
free and judicious application of the scientific knowledge of medical 
diagnosis and treatment, a proper appreciation of the best eco- 
nomic, political and social methods of applying that knowledge 
impartially to innumerable situations, and by a more sympathetic 
and closely coordinated effort of employers, carriers and commis- 
sions to follow the counsel of the medical profession, leaving to 
professional judgment the medical decisions which only profes- 
sional opinion is qualified to make. 


CAN HEALTH BE BOUGHT? 


(Continued from page 613) 


which account for nearly half of all deaths-today; and here the 
sceptic makes his last stand—on a strong ground. In part, of course, 
the arterio-renal diseases represent the end result of the acute 
communicable diseases, of chronic focal infections and of syphilis. 
These factors are clearly controllable; and are actually being con- 
trolled, as the decreasing deathrates from heart disease up to and 
including middle-life make evident. In large part, however, they 
are the result of inevitable aging processes of the living organism. 
We must all die some day; and if intrinsic causes are controlled we 
shall wear out like Dr. Holmes’ one-horse shay. Yet statistics show 
us that today many of us wear out far too soon and die of “old-age” 
diseases in early middle-life. 

One obvious answer to this problem would seem to be the de- 
velopment of facilities for health examination so that the impending 
breakdown of the vital machinery may be detected and corrected 
or mitigated by a hygienic regimen. Recently certain sceptics have 
minimized somewhat the importance of the health examination 
and suggested that after all such a procedure can accomplish little 
in dealing with the “degenerative” diseases. Their argument seems 
to prove too much. If the doctor can do nothing which is of value 

“at the beginning of a disease process he can surely do nothing of 
value at its end. If the physician can accomplish anything more 
than to make the process of dissolution more comfortable, it is 
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clearly of advantage to provide machinery for getting him in touch 
with the patient as early as possible. From this standpoint such can- 
cer programs as those in force in the state of Massachusetts and 
the city of New Haven, such heart programs as those of New York 
City and Syracuse, are full of promise. 

If substantial results are to be attained in the control of such con- 
ditions as heart disease and cancer, it is obvious, however, that we 
must devise social machinery of a type which goes beyond that 
employed in the public-health program of the past. The sanitation 
of the environment and the control of acute communicable diseases 
can in large measure be accomplished by more or less wholesale 
official action. In controlling tuberculosis, and still more in the 
promotion of infant hygiene, we have been dealing with individuals 
and gradually establishing a new relation between physician and 
patient in which the physician functions as a preventive rather than 
merely an ameliorative agent. It is this line of attack which must be 
utilized in dealing with the diseases of middle-life. 

If the health examination and the early detection and prompt 
treatment of incipient disease are to become actual facts rather than 
pious aspirations it seems essential that the traditional economic 
relationship between physician and patient shall be modified. As 
long as the consultation of a physician involves a direct and specific 
financial liability, the vast mass of individuals will delay that con- 
sultation until the last possible moment. This is why the advance 
of medical science has produced no statistically demonstrable re- 
sult in this field. In some way the service and the payment for the 
service must be separated; and there are two obvious ways in which 
this can be done. The payment may be distributed by absorbing 
it in the tax levy (state medicine); or it may be equalized by some 
form of regular annual payment (health insurance.) The two 
alternatives indicated above seem to be the only practical methods 
of making medicine really “‘preventive”’ and of effecting some actual 
reduction in premature or preventable deaths from such conditions 
as heart disease and cancer. ; 

It appears that the following conclusions may safely be drawn 
with regard to the question whether—and in what degree—public 
health is purchasable: 


The development in our cities of a more or less elementary 
1 . public-health program has been associated with an astonishing 
statistical reduction in mortality and, by reasonably sound infer- 
ence, in morbidity as well. This reduction has been so great as to 
cut in half the general deathrate in our large cities and to diminish 
by one quarter the general deathrate for the country as a whole. 
The decrease has been chiefly manifest in the acute communicable 
diseases, tuberculosis and infant mortality and can be attributed 
to the specific measures employed for the control of these conditions 
rather than to economic change or hypothetical social or biological 
forces. 


In cities and rural areas where a still more intensive program 
. has been put in operation (represented by the expenditure of 
two dollars per capita necessary for adequate protection) striking 
additional reductions in the deathrate from the causes mentioned 
have resulted. On a conservative basis, we may estimate the eco- 
nomic value of the lives saved—not by the total health program 
but merely by the increased efficiency of the expanded program— 
as equivalent to from two to six times the entire cost of adequate 
health machinery. 


Isolated experience indicates that other substantial advances 
3. in life-saving can be made by the development of community 
programs for the control of such conditions as syphilis, maternal 
mortality and accidents. 


The greatest problem of the future lies in the field of adult 
. life—in cancer and the degenerative diseases of the heart, 
arteries and kidneys. There is a high degree of probability, although 
as yet no statistical proof, that the progress of these conditions 
could be checked or retarded in such a way as to increase still 
further the expectancy of life and the health of the surviving 
population. To effect this end, however, it will be essential that 
either the public or the organized medical profession shall provide 
medical service which is covered by annual payment of some sort 
rather than recompensed on the traditional fee basis. 


Authoritative Books 
On Health—30c Each 


Published under the Auspices of the 
National Health Council 


HESE remarkable little volumes, each written by an au- 

thority, cover a wide range of health interests. Published in 
compact form, yet containing a great amount cf practical infor- 
mation, the price of each volume, bound in flexible Fabrikoid, is 
only 30c —a price low enough to fit any purse. 


Every one interested in health planning will find these volumes 
ideal for recommendation and widespread distribution. Physi- 
cians have used thousands of copies of individual titles for per- 
sonal distribution. Write for full information and stecial prices in 
quantity lots. 


THE NATIONAL HEALTH SERIES CONSISTS 
OF THE FOLLOWING TITLES 


MAN AND THE MICROBE: How Communicable Diseases Are Con- 
trolled. By Charles Edward Amory Winslow, Professor of Public Health, 
Yale School of Medicine. 


THE BABY’S HEALTH. By Richard A. Bolt, M.D.; Gr. P. H.; Direc- 
tor, Medical Service, American Child Health Association. 


PERSONAL HYGIENE: The Rules for Right Living. By Allan J. 
McLaughlin, M.D.; Surgeon United States Public Health Service. 


COMMUNITY HEALTH: How to Obtain and Preserve It. By Donald 
B. Armstrong, M.D.; Sc.D.; National Health Council. 


CANCER: Nature, Diagnosis, and Cure. By Francis Carter Wood, 
M.D.; Director, Institute for Cancer Research, Columbia University. 


THE HUMAN MACHINE: How Your Body Functions. By W. H. 
Howell, Ph.D., M.D., LL.D., Sc.D.; School of Hygiene and Public Health, 
Johns Hopkins University. 


THE YOUNG CHILD’S HEALTH. By Henry L. K. Shaw, M.D.; 
Clinical Professor, Diseases of Children, Albany Medical College. 


THE QUEST FOR HEALTH: Where It Is and Who Can Help Secure 
It. By panies A. Tobey; Former Administrative Secretary, National Health 
Council. 


TAKING CARE OF YOUR HEART. By T. Stuart Hart, M.D., 
President, Association for Prevention and Relief of Heart Disease. 


FOOD FOR HEALTH’S SAKE: What to Eat. By Lucy H. Gillett, 
M.A., Superintendent of Nutrition, Association for Improving the Condi- 
tions of the Poor, New York City. 


THE CHILD IN SCHOOL: Care of Its Health. By Thomas D. Wood, 
M.D.; Professor of Physical Education, Teachers College, Columbia 
University. 


TUBERCULOSIS: Nature. Treatment, and Prevention, by Linsly R. 
Williams, M.D.; Managing Director, Nat’l Tuberculosis Assn, 


LOVE AND MARRIAGE: Normal Sex Relations. By Thomas Walton 
Galloway, Ph.D., Litt.D.; American Social Hygiene Association. 


HEALTH OF THE WORKER: How to Safeguard It. By Lee K. 
Frankel, Ph.D.; Chairman, National Health Council. 


EXERCISES FOR HEALTH. By Lenna L. Meanes, M.D., Chairman, 
Foundation for Positive Health. 


VENEREAL DISEASES: Their Medical, Nursing and Community 
Aspects. By William Freeman Snow, M.D., General Director, American 
Social Hygiene Association. 


YOUR MIND AND YOU: Mental Health, By George K. Pratt, M.D., 
Medical Director, Massachusetts Society for Mental Hygiene, Boston. 


THE EXPECTANT MOTHER: Care of Her Health. By Robert L. 
DeNormandie, M.D.; Instructor in Obstetrics, Harvard Medical School. 


HOME CARE OF THE SICK: When Mother Does the Nursing. By 
Clara D. Noyes, R.N.; Director, Nursing Service American National Red 
Cross. Illustrated. 


ADOLESCENCE: Educationaland Hygienic Problems. By Maurice A. 
Bigelow, Ph.D.; Professor of Biology and Director School of Practical 
Arts, Teachers College, Columbia University. 


WHAT EVERY ONE SHOULD KNOW ABOUT EYES. By F. Park 
Lewis, M.D. 


DIABETES AND ITS TREATMENT. By Frederick M. Allen, M.D. 
Pa OF THE MOUTH AND TEETH. By Harvey J. Burkhart, 


POSTURE AND HYGIENE OF THE FEET. By Philip Lewin, M.D., 


Associate Professor of Orthopedic Surgery, Northwestern University 
Medical School. 


Flexible Fabrikoid. Per copy, 30c, 35c, post-paid 
Five or more volumes, 30c each, post-paid 


(Write for special prices in quantity ots) 


At Bookstores or from 


FUNK & WAGNALLS COMPANY, Publishers 
354-360 Fourth Avenue, New York, N. Y. 
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At last, the facts about BIRTH CONTROL 
every social worker wants! 


Introduction by Dr. Robert Latou Dickinson, Secretary 
of the National Committee on Maternal Health 


contraception? Is the “‘safe period” really safe? 

How valuable are advertised methods? What is the 
place of the clinics in social work? What drugs and devices 
are dangerous? How should children be spaced? Birth 
Control: Its Use and Misuse, by Dorothy Dunbar Brom- 
ley, gives the answers to hundreds of questions like these. 
It is the first clear, practical discussion for the social worker 
of the whole birth control subject, based on authoritative 
medical opinion and published in response to the vital 
need for sound information on this important subject. 


| OW are doctors and clinics attacking the problem of 


Your most urgent questions answered 


““What we have long wanted is a clear, well-written book that would give 
to the public the essential facts... 2. 4. 4. This requirement has 
now been splendidly met,” says Dr. F. J. Taussig, Associate Professor of 
Gynecology at Washington University. You will agree when you have 
examined the complete contents for yourself. The book draws on medical 
research and clinical observation to answer the many questions which 
social workers are asking and which have hitherto not been discussed in 
a complete non-technical book. 


Chapter headings 


A vital question today — Spacing and numbering of children — Absti- 
nence — The “Safe Period’ — An ancient practice, with a variation — 
Popular fallacies — Dangerous drugs and devices — Advertised meth- 
ods — Selected methods — When pregnancy is dangerous — Abortion — 
Sterilization without unsexing — The doctors and birth control — Clinic 
service — The problem of sterility — A glimpse into the future. 


What Dr. Alice Hamilton says: 


“By far the best book on the subject,” says Dr. Alice Hamilton of 
Harvard Medical School. Dr. Robert Latou Dickinson, in the introduc- 
tion, says, ‘I know of no other volume covering anything like as much 
ground.” Mary R. Beard says, ‘‘A most difficult task exceedingly well 
performed.” 


Send no money 


No advertisement can adequately convey the value and importance of 
this material. But one glance at the actual contents will convince you 
that this book will help you solve one of your most pressing problems. 
Send no money, unless you wish to do so. Merely send us the coupon on a 
money-back guarantee. Price only $2.50. 


HARPER & BROTHERS sort 
49 E. 33rd St., New York 


Send me a copy of Birth Control. I will pay $2.50 plus a few cents delivery 
charges, when the book arrives. I understand that if it is not entirely 
satisfactory, I may return it within 5 days and my money will be refunded. 


(J CHECK HERE if you wish to enclose only $2.50 with coupon, thus 
saving delivery charges. 


THE PUBLIC’S IMPATIENCE 
(Continued from page 591) 


I believe no one will quarrel with the statement that there is, in — 
reality, no oversupply of doctors or dentists, and no one will chal- © 
lenge the statement that there is no undersupply of potential pa- ~ 
tients. There are enough persons, above the charity level and below i 
the high-income group, who are in actual need of medical care and 
advice to form a lasting waiting line in the office of every doctor 
and dentist in my own city. 

The public of a scientific age asks other questions which are not 
wholly economic. They observe, for example, that there are varying i 
grades of pilot’s licenses, depending upon the airman’s skill. Among ~ 
them are private, commercial and transport. To keep their licenses — 
pilots must re-pass their tests at frequent intervals. No pilot with a — 
commercial license ever risks the lives of pay passengers by taking 
them up on a major flight in a transport plane. Let your mind play 
with that parallel. Once licensed to practice, a doctor goes on prac- 
ticing. The vaudeville comics say he buries his mistakes. Doctors 
and surgeons, tell me if that is true. But, no; I recall a strange code - 
of ethics prevents you from speaking out, even when you know an ~ 
inadequate pilot is taking off with a pay load in a transport plane. 
The pay-load public is beginning to feel it should have some little 
thing to say about that, some way of knowing that competent pro- | 
fessional opinion has passed and is watching their medical pilots. — 

Mistakes have strewn the path of the past years and we stand — 
here today, the medical profession and the public, in the same boat, — 
unable to do very much about it. 

At least, we’ve been too confused to do much about it, as yet. 
But the public is beginning to see some things clearly. It sees that - 
noble traditions do not solve all the problems of a changed present. — 
It knows, from experience, how many times it has worried over 
haunting pains, how many times it has bluffed through, not being 
able to afford sickness, let alone survive loss of income. It asks how — 
much babies cost, and the price of having an appendix out, and re- 
ceives on the whole an evasive answer. 

But the public looks deeper than that. It has seen unemployment — 
gain and recede a little—just how much no one knows. The public ~ 
knows that those who managed to keep their jobs and those who have _ 
found employment again are working, on the whole, for subsistence — 
wages. Millions, perhaps half of the working population, are fortu- — 
nate to feed and clothe themselves. What is to become of those — 
persons when they are sick? Private medical charity cannot touch — 
the load, nor can those persons pay the private practitioner. And — 
beyond, the public sees quite clearly the tax bills for CWA, PWA, — 
FERA—and other bills, yet to be rendered. 


pbs capa ttieoels oh 


T would appear quite dismal were it not for the fact that the ~ 

public, and an increasing group within the medical and hospital 
profession, are beginning to see paths to an attainable goal. One 
parallel is found in the democratization of another public necessity 
—education. The public recalls the time when even elementary 
education was the field of the private school. Today it sees publicly 
financed elementary schools and universities, from which all stigma 
of charity has been removed. It sees systems of publicly financed 
education working harmoniously with systems of privately financed 
education. The rise of the University of California at Los Angeles 
has not cast a shadow on the fame of the University of Southern 
California. Nor has the City College of New York undermined 
Columbia, Harvard, Princeton or Yale. And, moreover, the public 
sees a larger number of well-trained instructors enjoying and pre- 
serving a “personal contact” with students than could have found 
positions had the public not brought its weight to bear in making 
education available to the masses. 

There is a precedent. It may involve a fallacy in reasoning, but 
if so the public wants to know what it is and to have proposed some 
better road to the same goal. Is it any wonder that legislation— 
city, state and national—is being organized by laymen who seek to 
democratize medicine? 

You doctors are experts. You, before anyone else, should be able 
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to bring forward and install a sound program. But if you fail to do 
so, remember these things: We cannot go back even to the partial 
satisfactions of 1929 when in a given twelve months only three out 
of five of us had any contact whatever with any of the professions 
which guide and care for health. Still less in 1934 can we buy ade- 
quate medical care in the ways open to us. For the future a prece- 
dent set by public education. If those who are technically qualified 
will lead, well and good. Otherwise, the public will go forward. 

If I read correctly, that is the message of the American people to 
the medical profession. It is not defiance. It is a challenge. 

No man—and no profession—can stand against the tide. He can 
go with it, or he can guide it, but he cannot turn it back. It is not 
yet too late to guide. 


WHAT OF THE DENTISTS? 


(Continued from page 599) 


disease and the secondary systemic lesions arising from it are seen 
most commonly in middle-age. Consequently, in the middle-age 
group dental services must include not only some of those com- 
monly rendered the youthful group, but also much additional 
surgical service and its attendant phase of dentistry — the replace- 
ment of lost teeth by artificial substitutes. A dental program under 
an insurance system may therefore be viewed as having a near- 
term project, in which, within practical limitations, efforts would 
be made to treat and rehabilitate the mouths ravaged by long 
standing dental disease; and a long-term plan, in which, through 
effective education and prophylactic and early corrective dental 
treatment of children and young adults, there would be an im- 
portant decrease in the incidence of dental disease. 

The health-service professions in America have been and are go- 
ing through a series of most interesting reactions to the question of 
broadening the distribution of their services. They have observed 
that some of the European experiences in health insurance have 
not been particularly fortunate for either the medical or the dental 
professions. It is an established fact, however, that this mishap has 
been due principally to the futile efforts of these professions to 
abort such systems instead of initiating and developing them for the 
equal advantage of all concerned. As a result of the European ex- 
periences such phrases as “panel dentistry,” “‘socialized dentistry”’ 
and the like have gained an unwarranted emotional significance in 
this country and have been used loosely to create alarm and un- 
thinking resistance. This misconception put the professions on the 
defensive and for a number of years there has been keen opposition 
to health insurance in any form. 

In the last few years, however, and particularly in recent months, 
a definite change in perspective has taken place in dentistry. A 
number of its leaders, who felt compelled to study the situation be- 
cause of a sincere desire to obtain knowledge that would assist 
them in building a defense against change have learned in the 
process to think along social and economic lines. As a result there is 
growing realization that defensive measures should not be cast up 
against all movements intended to modify and improve the present 
system of providing health service, but instead should be restricted 
to opposing only such proposals as tend to deteriorate the quality 
of the profession’s services, or lower the caliber of its personnel by 
making dentistry less attractive as a career to men and women of 
high character and ability. 

At present there is ample evidence that dentistry is rapidly be- 
coming aware of the role that must be taken by the health-service 
professions in the current movement to build a social order of 
greater security and happiness for our entire population. There is 
also a growing sentiment among its leaders that dentistry should not 
only favor academically a practical, equitable system of dental- 
health service based on sound professional and social principles, 
but actually should initiate, plan for, and support such a develop- 
ment. The public does not exist for the benefit of the professions. 
On the contrary, these professions exist solely for the benefit of the 
public. It is certain that dentistry, conscious of the soundness of this 
doctrine, will not be deficient in meeting fully its obligations to the 
public welfare. 


Malinowsk1’s 


THE SEXUAL LIFE 
OF SAVAGES 


Introduction by Havelock Ellis 


NEW ONE-“VOLUME EDITION 


Malinowski’s great work is at last available in an 
inexpensive edition. The first full, scientific and 
reliable account of the sexual life of savages, it 
created a tremendous stir when it appeared and 
since then it has been as famous as, in the costly 
two-volume edition, it has been inaccessible. The 
book is plentifully illustrated with photographs 
from‘Malinowski’s unrivalled collection. 

Formerly $10.00. Now, $3.75 


LAW AND ORDER 
IN POLYNESIA 


by Ian Hogbin 
INTRODUCTION BY MALINOWSKI 


Malinowski considers this study of primitive in- 
stitutions, the material for which was gathered in 
Ontong Java, a fundamental work, almost a text- 
book, in primitive law. His introduction to it is a 
substantial piece of work which stands as an epi- 
logue to his views in ‘‘Crime and Custom in Savage 
Society.”’ $3.50 


Charles H. Judd’s 


EDUCATION AND 
SOCIAL PROGRESS 


Forces of conservatism are no more rampant today 
than in the field of education where depression has 
emphasized a tangle of problems and brought out 
sharply the need for constructive action. Dr. Judd, 
Head of the Department of Education in the Uni- 
versity of Chicago, surveys the aims, the status, 
and the direction of American education in a 
thoroughly sane and illuminating book which 
concludes that the conservative position is un- 
tenable. $2.00 


HARCOURT, BRACE & COMPANY 
383 MADISON AVE. NEW YORK 
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DIRECTORY OF SOCIAL ORGANIZATIONS 


Aid for Travelers 


NATIONAL ASSOCIATION FOR TRAV- 


ELERS AID and TRANSIENT SERV- 
ICE—1270 Sixth Avenue, New York. Donald F. 
Stevens, President; Miss Bertha McCall, General 
Director. Represents co-operative efforts of mem- 
ber Societies in extending chain of service points 
and in improving standards of work. Supported 
by Societies supplemented by gifts from inter- 
ested individuals. 


Community Chests 


COMMUNITY CHESTS AND COUNCILS, 


INC. — 

1810 Graybar Building, 

43rd Street and Lexington Avenue, 
New York City. 

Allen T. Burns, Executive Director. 


Foundations 


AMERICAN FOUNDATION FOR THE 


BLIND, INC, — 125 East 46th Street, New 
York. Promotes the creation of new agencies 
for the blind and assists established organiza- 
tions to expand their activities. Conducts studies 
in such fields as education, employment and re- 
lief of the blind. Supported by voluntary con- 
tributions. M. C. Migel, President; Robert B. 
Irwin, Executive Director; Charles B. Hayes, 
Field Director. 


RUSSELL SAGE FOUNDATION — For the 


Improvement of Living Conditions — Shelby M. 
Harrison, Director; 130 E. 22nd St., New York. 
Departments: Charity Organization, Delinquency 
and Penology, Industrial Studies, Library, 
Recreation, Remedial Loans, Statistics, Social 
Work Year Book, Surveys and Exhibits. The 
publications of the Russell Sage Foundation offer 
to the public in practical and inexpensive form 
some of the most important results of its work. 
Catalogue sent upon request. 


Industrial Democracy 


LEAGUE FOR INDUSTRIAL DEMOC- 


RACY — Promotes a better understanding of 
problems of democracy in industry through its 
pamphlet, research and lecture services and 
organization of college and city groups. Execu- 
tive Directors, Harry W. Laidler and Norman 
Thomas, 112 East 19th Street, New York City. 


National Conference 


NATIONAL CONFERENCE OF SOCIAL 


WORK — Katharine Lenroot, President, Wash- 
ington, D. C.; Howard R. Knight, Secretary, 82 
N. High St., Columbus, Ohio. The Conference is 
an organization to discuss the principles of 
humanitarian effort and to increase the effi- 
ciency of social service agencies. Each year it 
holds an annual meeting, publishes in perma- 
nent form the Proceedings of the meeting, and 
igsues a quarterly Bulletin. The sixty-second an- 
nual convention of the Conference will be held in 
Montreal, Canada, June 9-15, 1935. Proceedings 
are sent free of charge to all members upon pay- 
ment of a membership fee of five dollars. 


| 


Civic, National, International 


Health 


Recreation 


AMERICAN MOUTH HEALTH ASSOCIA- 


TION— Essex Building, Minneapolis, Minn. 
Hon. Henrik Shipstead, President; Jacob G. 
Cohen, Secretary. Activities. Conducts  sur- 
veys and demonstrations in representative com- 
munities; promotes mouth health teaching in the 
schools and community organizations for mouth 
health work; offers suggestions and plans of 
procedure to public health officials. Publications. 
“Mouth Health Quarterly,” $1.50; ‘Mouth 
Health Library Series,” free to local groups inter- 
ested in mouth health; posters, addresses suit- 
able for radio presentation, newspaper articles. 
List of publications on request. 


AMERICAN SOCIAL HYGIENE ASSO- 


CIATION — 50 West 50 Street, New York. 
To advise in organization of state and local social 
hygiene programs; to aid public health and 
medical authorities in the campaign against 
syphilis and gonorrhea; to combat prostitution 
and sex delinquency; to promote knowledge of 
sex as an important factor in individual and 
family life and welfare. Annual membership 
dues $2, including monthly Journal of Social 
Hygiene; Social Hygiene News and pamphlets. 


THE NATIONAL COMMITTEE FOR 


MENTAL HYGIENE, INC.—Dr. Arthur 
H. Ruggles, president; Dr. C. M. Hincks, gen- 
eral director; Clifford W. Beers, secretary; 50 
West 50 Street, New York City. Pamphlets on 
mental hygiene, child guidance, mental disease, 
mental defect, psychiatric social work and 
other related topics. Catalogue of publications 
sent on request. ‘‘Mental Hygiene," quarterly, 
$3.00 a year. 


NATIONAL SOCIETY FOR THE 


PREVENTION OF BLINDNESS — 
Lewis H. Carris, Managing Director; Mrs. Wini- 
fred Hathaway and Miss Eleanor P. Brown, 
Associate Directors; Miss Regina E. Schneider, 
Secretary, 50 West 50 Street, New York. Studies 
scientific advance in medical and pedagogical 
knowledge and disseminates practical infor- 
mation as to ways of preventing blindness 
and conserving sight. Literature, exhibits, slides, 
films, lectures, charts and co-operation in sight- 
saving projects available on request. “‘Sight- 
Saving Review,"’ quarterly, $2.00 a year. 


Racial Co-operation 


COMMISSION ON INTERRACIAL CO- 


OPERATION — 703 Standard Bldg., Atlanta, 
Ga.; Will W. Alexander, Director. Seeks im- 
provement of interracial attitudes and conditions 
through conference, co-operation, and popular 
education. Correspondence invited. 


NATIONAL RECREATION ASSOCIA- 
TION — 315 Fourth Ave., New York City. 
To bring to every boy and girl and citizen of 
America an adequate opportunity for whole- 
some, happy play and recreation. 


Religious Organizations 


COUNCIL OF WOMEN FOR HOME 
MISSIONS — 105 East 22nd Street, New 
York City. Correlating agency of 23 women’s 
national home mission boards of the United 
States and Canada, for consultation and coopera- 
tion in action in unifying programs and pro- 
moting projects which they agree to carry on 
interdenominationally. 

President, Mrs. Daniel A. Poling 

Executive Secretary; Work among Indian 
Students, Anne Seesholtz 

Work among Migrant Children, Edith E. 


Lowry 
Western Field Secretary, Adela J. Ballard 


NATIONAL COUNCIL OF JEWISH 
WOMEN, INC.— 625 Madison Avenue, New 
York City. Mrs. Arthur Brin, President; Mrs. 
Mary G. Schonberg, Executive Secretary. Organi- 
zation of Jewish women interested in program of 
social betterment through activities in fields of 
religion, social service, education, social legisla- 
tion. Conducts Bureau of International Service. 
Serves as clearing bureau for two hundred 
Sections throughout country 


Vocational Counsel and Placement 


JOINT VOCATIONAL SERVICE, INC. 
— Offers vocational information, counsel, and 
placement in social work and public health 
nursing. Non-profit making. Sponsored as na- 
tional, authorized agency for these fields by 
American Association of Social Workers and Na- 
tional Organization for Public Health Nursing. 
130 E. 92nd St., New York City. 


NATIONAL REHABILITATION ASSOCI- 
ATION (Inc.) promotes jobs for crippled and 
disabled, also social welfare; further legislation, 
research, scholarships; membership open to all. 
President, Oscar M. Sullivan, State Office Build- 
ing, St. Paul, Minnesota; Secretary, Homer W. 
Nichols, State Capitol, Frankfort, Kentucky. 
Annual convention, Louisville, Kentucky, Octo- 
ber 14th to 17th, 1934. 


THE CHALLENGE OF SOCIALIZED MEDICINE 


(Continued from page 597) 


Cooperative compulsory insurance is all very well for the people; 
but competitive and voluntary insecurity remains the lot of the 
medical servants of the people. No real and fundamental reorgani- 
zation of medicine itself is intended. The health-insurance advo- 
cates are insisting loudly that their proposals do not contemplate 
public medicine, or state medicine, or socialized medicine. They do 
not seem to realize sufficiently that the profession cannot be left out 
of the calculation and that health insurance is no stronger than its 
weakest link. 

Real health insurance is to be found only in socialized medicine, 
which combines the best features of present-day medicine, group 
medicine and public health. The plan of The Medical League for 
Socialized Medicine (see page 597) meets the basic conditions and. 
needs of medical care and practice and eradicates their funda- 
mental evils. It provides medical care for all, without fees or 


premiums, and free of the stigma of medical charity, of the cold- 
cash ideology of actuarial insurance, and of the blighting eco- 
nomic obstacles and influences that enter the patient-physician 
relationship. It urges equitable taxation instead of a new costly 
and cumbersome machinery for levying and collecting contribu- 
tions. It disregards class, income or other limitations that exclude 
any who may need medical care. Burdensome overhead and dupli- 
cation of private offices and equipment are eliminated, and pro- 
fessional income and work are assured on a salaried public-official 
basis. Planned cooperative scientific practice and medical care 
replace the chaos, competition and even commercialism that 
undermine medicine today. 

Nothing is ever settled unless it is settled right. The medical prob- 
lem is no exception. The solution—the cure—must be permanent, 
universal, direct and adequate. All factors and all parties con- 
cerned must be properly considered. Why make the mistakes of 
trial-and-error experiment when we have at hand a vast experience 
by which to profit? Why not have health care for all the people? 
Why not experiment with the best socialized medicine? 
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HALF-EMPTY HOSPITALS 
(Continued from page 605) 


employed persons; it is furthermore, the only plan yet advanced 
that offers any way of reversing the constantly growing tendency 
of patients to accept medical and hospital! charity. Unless some 
check is applied, private medicine and voluntary hospitals will 
cease to exist. Before this plan was advanced, there was truth in the 
assertion of many that they could not afford to pay the cost of care 
in voluntary hospitals and had no alternative but the public 
hospital, whenever possible. Few self-supporting people can say 
truthfully that they cannot pay $10 a year for hospital care. Group 
hospital insurance offers a definite, practical plan to bring the costs 
of hospital care within reach of all self-supporting people and a 
legitimate way to increase the income of voluntary hospitals. 

Four years ago, Baylor University Hospital established a method 
for budgeting hospital bills that since has been followed by more 
than fifty communities, one hundred hospitals and one hundred 
thousand subscribers in the United States. These plans, for the 
most part non-profit, have been organized by individual hospitals, 
groups of hospitals, civic agencies, hospital councils, employes’ 
benefit associations, labor unions and commercial promotion. 
Most of them started with the enrollment of groups of workers who 
would receive benefits in case of illness, but many now have been 
expanded to include the individual employed subscribers and de- 
pendent members of subscribers’ families. As officially endorsed 
by the American Hospital Association, such plans provide for the 
group budgeting of hospital bills only and make no provision for 
payment of the physicians’ fees. The subscriber is free to choose his 
own physician and must pay the bill for professional services. In 
some few instances, costs of the services of physicians are included 
in the hospital benefits. 

The American Hospital Association has formulated definite 
standards for group hospitalization plans to safeguard public wel- 
fare: limitation of benefits to hospital charges; enlistment of pro- 
fessional and public interests; freedom of choice of physician and 
hospital; non-profit organization; economic soundness and co- 
operative and dignified promotion. Interest in these plans has been 
so widespread that the Association maintains a special information 
and consultant service for hospitals, civic agencies and employe 
groups. 


T is the plight of the non-governmental hospital which has 

forced a reconsideration of our hospital system. That plight in- 
volves consideration of the basic policies of the relationship and 
responsibility of the state for the care of the sick, and of the ways 
whereby the self-supporting public can use, at need, the means of 
care that they themselves have provided. It is clear that philan- 
thropy no longer is able to finance the care of the indigent sick. 
It is necessary to extend the moral and financial responsibility cf 
government to include the care of the sick poor either in govern- 
mental or non-governmental hospitals, according to the best use 
of the community’s available facilities. In those states where this 
responsibility has not been accepted legislation is needed to make 
tax funds available for the hospital care of people receiving relief 
or of those persons’ who, while ordinarily self-supporting, are 
unable to pay the costs of the care they require. 

The second part of the solution is to be found in cooperative 
action by individuals and institutions of the community to work 
out a way to offer hospital care at moderate cost through group 
hospital insurance. Increasing the use of hospital facilities by paying 
patients will lower operating costs per unit of service and increase 
hospital income. 

In theory these two policies are diametrically opposed, since 
the first expands the activities of government while the second 
stimulates private undertaking. Actually they are working out as 
cooperative agencies of help in providing hospital care for all who 
need it. Such a combination would seem to be distinctly an Ameri- 
can solution, a method whereby the concern of the state for the 
health of its citizens is enlarged without sacrifice of liberty of action 
or discouragement of individual initiative and responsibility. 


little Graziella 
wants a gold star 


MonTH AFTER MONTH, she hopes to see that star “for neatness”’ 
shining on her report card. It’s never there. 

It should be! And one way to help put it there is to give Graziella’s 
mother some extra help to keep her children and home cleaner. 

Fels-Naptha will give her extra help. For two busy cleaners work 
side by side in this friendly golden bar. Unusually good soap and 
plenty of naptha. They loosen dirt quicker—even in cool water. They 
make it easier to get more washing and cleaning done. 

Write Fels & Co., Philadelphia, Pa., for a sample bar of Fels-Naptha, 


mentioning the Survey Graphic. 


Fels-Naptha 


THE GOLDEN BAR WITH THE CLEAN NAPTHA ODOR 


Is your community equipped to supply scientific 
MEDICAL ADVICE IN BIRTH CONTROL ? 


Can a mother, overburdened with a large family, secure the contraceptive advice 
she so urgently needs? 

Are the workers in your charitable organizations able to secure this vital service 
for families under their care? 

The American Birth Control League offers you, without charge, its assistance in 
organizing such service in your community. For information write to 

THE AMERICAN BIRTH CONTROL LEAGUE 

689 Madison Avenue New York City 


Yours 
for the asking 


The following 
Valuable Health Booklets: 
GS) Your Baby’s Care 
(2) Between Two Years and Six 
(3) The Healthy School Child 
(4) Living the Healthy Life 
(5) Healthy Teeth 


tke 
LIFE INSURANCE COMPANY 


OF BOSTON, MASSACHUSETTS 


Joun Hancock Mutvuat Lire INsurANCE Co. 
197 Clarendon Street, Boston, Mass. 
Please send me samples of your health book 


NUMDCFEO wx5 ae 


Address 
es G. 12-34 
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SMITH COLLEGE SCHOOL 
FOR SOCIAL WORK 


A Graduate Professional School 
Offering Courses Leading to the 
Degree of Master of Social Science 


Academic Year Opens July, 1935 


SMITH COLLEGE STUDIES IN SOCIAL WORK 


Contents for December, 1934 
Types of Boys Amenable to Treatment in a Junior 
Republic 


Influence of Treatment on the Reading Ability and 
Behavior Disorders of Reading Disability Cases 


A Study of the Allocation of Relief Cases to a Private 
and to a Public Agency 


Abstracts of Theses: Smith College School for 
Social Work, 1934 


Yearly subscription, $2.00 Single copy, 75 cents 


College Hall 8, Smith College 
Northampton, Massachusetts 


Che Gnibersity of Chicago 


School of Social Service Administration 


Academic Year, 1934-35 


Winter Quarter, Jan. 2-Mar. 15 
Spring Quarter, Mar. 25—June 12 
Summer Quarter, First Term June 16-July 19 
Second Term, July 21-Aug. 23 


Announcements on Request 


The School announces the following new Public 
Welfare texts and reference books through the 
University of Chicago Press: 


Breckinridge — Public Welfare Administration 
(new printing) 
Breckinridge — Social Work and the Courts 
Breckinridge — Family and the State 
AND 
THE SOCIAL SERVICE REVIEW 
Edited hy Grace ABBOTT 


A Professional Quarterly for 
professional Social Workers. 


THE New York SCHOOL 
OF SOCIAL WoRK 


Training in Medical Social Work 


(eos for medical social work consists of 
courses in medical information for social 
workers and medical social work, also courses in 
social case work, research, mental hygiene and 
other subjects. 


Field work is carried in family case work agencies 
and in the social service departments of hospitals. 


A catalogue describing the total training pro- 
gram of the school will be mailed upon request 
to the Registrar. 


122 East Twenty-second Street 
New York 


Simmons College 
School of Social THork 


Professional Training in 


Medical Social Work, Psychiatric Social 
Work, Family Welfare, Child Welfare, 
Community Work . 


Leading to the degree of B.S. and M.S. 
© 


Address: THE DIRECTOR 


18 Somerset Street Boston, Massachusetts 


SCHOOL OF NURSING 
OF YALE UNIVERSITY 
A Profession for the College Woman 


The thirty months’ course, providing an intensive and varied 
experience through the case study method, leads to the degree of 
MASTER OF NURSING 


A Bachelor's degree in arts, science or philosophy from a college of 
approved standing is required for admission. A few scholarships avail- 
able for students with advanced qualifications. 


For catalogue and information address: 
The Dean, YALE SCHOOL OF NURSING 


New Haven, Connecticut 
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MICHIGAN MAKES READY 


(Continued from page 614) 


talked with officials of the professions in England, government of- 
ficials, practicing physicians, business and financial men, medical 
educators and hospitals and laid their findings before the Commit- 
tee in the form of signed interviews. On the basis of these, the answer 
to all three questions was a categorical no. 

The Committee then investigated and studied the plans ad- 
vanced in this country. An investigator was sent to observe the 
systems proposed in California and Washington. Much time was 
spent with the actuaries of the “Big Ten” insurance companies. We 
sought factual data in many ways, and through them reached a 
unanimous conclusion in opposing the introduction into the United 
States of any of the present foreign systems. 

Our studies affirmed the need of a more equitable distribution of 
the economic burdens of sickness and a wider distribution of the 
benefit of medical services. Since the term health insurance carries 
the connotation of conformity to European systems, the Committee 
selected the title of Mutual Health Service in formulating its plan. 
The plan is mutual in the sense that three groups are vitally con- 
cerned—public, industry, the profession. Its success is dependent 
upon joint effort. 

In brief the plan submitted by the Committee on Medical Eco- 
nomics is to provide service at an agreed annual cost (estimated at 
about $28 a person) to employed persons and the families of em- 
ployed persons whose income does not exceed $1500 a year. With 
certain limitations mentioned below, service would include needed 
care by family physicians, specialists, dentists and nurses; hospital 
care and laboratory services, drugs and medicines, surgical and 
optical appliances. The administration of the plan would be in the 
hands of an unpaid Board of Governors, including three physicians, 
one dentist, one pharmacist, one nurse and one hospital superin- 
tendent elected by their respective state professional associations. 
These members in turn would elect two representatives of industries 
cooperating in the service and two additional members represent- 
ing the recipients of the service. Local direction in a county or dis- 
trict would be carried on by a District Mutual Health Committee, 
composed of like representatives chosen by the professions in the 
locality, and of representatives of industry and recipients of the 
service. 


NDER the plan, recipients of service would have the right to 
choose or change physicians, and physicians would have the 
right to reject applicants for their service. It is suggested that for a 
trial period the number of persons on the list of any one physician 
be limited to 1000. Payment for the services of a special nurse would 
be limited to 30 days during a year, and of a visiting nurse to 60 
days; hospital care is paid in full for 21 days during a year, while 75 
percent of the charge is met for more than 21 and up to 90 days. 
Patients also would pay 25 cents toward the cost of supplying each 
prescription of drugs. Costs of service—the estimated $28 a person 
a year—would be borne jointly by employer and employes or by 
employers, and payments to the professions and hospitals would be 
made from the funds so received on the basis of fee schedules for 
services rendered, prepared by the local committees and trans- 
mitted to the Board of Governors for final action. Two percent of 
the sum allotted to the general practitioners of medicine and 
dentistry would be allotted to a fund for postgraduate training. 
Presented before the House of Delegates of the Michigan State 
Medical Society last April, the plan was approved in general 
principle by a vote of 61 to 9 with the proviso that it should not be 
inaugurated in any county without the approval of the county and 
the state medical society. The Committee on Economics was in- 
structed to proceed to a discussion of it with employers and 
employes and a determination of its legal status, and to present it 
before the House this autumn for further action. 
In the interim committees have been appointed by the dental 
and nursing professions and hospital administrators to study and 
formulate programs under such a plan. Initial approaches have 


LAKEWOOD MODERN SCHOOL 
115 Cary Street Lakewood, N. J. 


An all year residential progressive school for children. 


Kindergarten to eighth 
grade. Arts and crafts. 


Healthy climate. Moderate fees. 


JAMES AND NELLIE DICK, Principals 
Lakewood, N. J. 


P. O. Box 153 Phone 1031 


SANTEE NORMAL TRAINING SCHOOL 
Santee, Nebr. 
A progressive High School for Indians of 
the drought stricken areas of the Dakotas 
We solicit gifts of money, food, and dormitory and school supplies 
Rudolf Hertz, Principal 


For Anybody’s 
Christmas 


A Treasure 
of a Gift! 


The best abridged dictionary—the 
largest of the Merriam-Webster 
abridgments. It is a rich and convenient storehouse of 
useful and cultural information. 


WEBSTER’S COLLEGIATE 
A Merriam-Wvebsteh 


N M26, US DATO 
1268 pages; 


106,000 entries; 1700 
illustrations; dictionary of biogra- 
\ phy; a gazetteer; rules of punctua- 
\ tion; foreign words and phrases; 
\ many other helpful features. Thin- 
| paper, indexed: Cloth $3.50; Fabri- 
fa, koid $5.00; Leather $7.00; Pigskin, 
60 dark blue or natural, $8.50. 
Purchase of your bookseller or send 
order and remittance direct to the 
publishers or write for full in- 
mae\ formation. 

G. & C. MERRIAM CO. 
443 Broadway 


Springfield, Mass. 


SURVEY GRAPHIC 


makes a distinctive Christmas gift. It will carry the season’s 
greetings once a month throughout the year 1935. And we 
will send this special December number free with a card 
announcing the gift. 


Special Christmas Offer 


December 1934 ( $9.00 
All of 1935 \ 


when sent as a gift to a NEW reader 


Use this form in placing your order: — 


- Survey Graphic 
112 East 19 Street, New York 


| enclose $2.00 for which please send Survey Graphic to: 


Send December issue and card announcing the gift from me. 
My Name 


Address 
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CLASSIFIED ADVERTISEMENTS 


RATES: Display: 30 cents a line, 14 agate lines to the inch. Want advertisements 
five cents per word or initial, including address or box number. Minimum charge, 
first insertion, $1.00. Cash with orders. Discounts: 5% on three insertions; 10% on 
six insertions. Address Advertising Department. 


112 EAST 19th STREET 
NEW YORK CITY 


Your Own Agency 


This is the counseling and placement agency 
sponsored jointly by the American Association 
of Social Workers and the National Organiza- 
tion for Public Health Nursing. National. 
Non-profit making. 


WORKERS WANTED 


MAILING SERVICE 


For council work, woman trained and experienced in 
more than one field including case work. 7256 SURVEY. 


WANTED, woman: between thirty and forty for 
cottage mother in children’s institution in New 
England. Sense of humor, maturity, case work 
experience and psychiatric experience to be desired. 
7257 SURVEY. 


SITUATIONS WANTED 


Trained medical social worker, with family welfare 
background, several years’ experience in hospitals, 
dispensary admitting, and administration, desires 
position as director of department or head worker in 
large department. 7255 SURVEY. 


COMPLETE 


Woman with experience wishes position as Superin- 
tendent, Dietitian, Housekeeper or Cook in an Insti- 
tution. 7248 SURVEY. 


SOCIAL WORKER, young man, B.A., M.A, Colum- 
bia. 7 years in case work, settlement and community 
center. Supervisor in Boys’ Home. Teaching. Services 
available. J. S. Lyons, 173 West 78th Street, N. Y. C. 


Secretarial position desired, intellectual background; ° 
many years’ medical experience as secretary, librarian 
and literary worker. Excellent references. 7252 
SURVEY. 


LITERARY SERVICE 


LITERARY ASSISTANCE given by woman expe- 
rienced in criticism, editing, revision and ghost 


MULTIGRAPHING 
MIMEOGRAPHING 
ADDRESSING 
FILLING-IN 
FOLDING 


Quick SERVICE LETTER ComPANY 


NCORPORATED 


5 PARK PLACE — NEW YORK 
TELEPHONE — BARCLAY 


SALES CAMPAIGNS 
PLANNED AND WRITTEN 


SYMPHONIC MUSIC 


VMI 


(Agency) 


130 East 22nd St. New York 


INC. 


GERTRUDE R. STEIN, 


Vocational Service Agency 
18 East 41st Street NEW YORK 
LE 2-6677 


A professional employment bureau specializing in 
social service, institutional, dietetic, medical, publicity, 
advertising and secretarial positions. 


MAILINGS 


PAMPHLETS AND PERIODICALS 


Rates: 75c per line for 4 insertions 


An Introduction to Social Investigation and 
Practice through Study of Case Analysis by 
Albert R. Caro and Elizabeth Caro, Instructors in the 
7~ 9655 
e aay 
or training classes. 

Vol. I. Application and First Investigation (con- 


Theory or Approach Technique — Procedure in 

Handling Transients, and Nine Illustrative Cases.) 
Vol. II. Study and Treatment of Under Care Cases 

(contains Nine Illustrative Cases showing Everyday 


Leadership and Treatment of Disgruntled Clients.) 


writing. Rate moderate. Excellent references. 7249 
SURVEY. 


Manuscripts edited, revised and typed; descriptive 
articles prepared; abstracts; translations (German into 
English) ; long medical experience. 7251 SURVEY. 


FOR SALE 
DAMAGED BOOKS 


18 East 48th St. 


MUSIC LOVERS — 100,000 of the finest records in 
the world on sale at 50c & 75c per record (value $1.50 
& $2). The Symphonies, Chamber Music, Operas, etc., 
of BACH, BEETHOVEN, BRAHMS, MOZART, 
WAGNER, etc. MAIL ORDERS. CATALOGUE. 


THE GRAMOPHONE SHOP, Inc. 


CATALOG 


Special price to groups of ten or more, the two for 80c. 


Order from the authors, Box 1415, Birmingham, Ala. 
A CONTRIBUTION 


New York City with its implication for all education, 


Education Through Play Bertha Schlotter 
Spontaneity Adolph Meyer, M.D. 
Some Unnoted Aspects of Therapy 
Scott Buchanan 
(And a Reprint from Child Education of May, 1934) 


40% OFF REGULAR 


SEND POSTCARD for free Little Blue Book cata- 
Address: Little Blue Book Co., Box 


Play—A Unique Discipline 
Postpaid 25 cents, Illinois Conference on 


Bore iaSo) Voce as Public Welfare, 203'N. Wabash Ave., Chicago 


SURVEY GRAPHIC 


Book Department 
112 East 19th Street 
New York, N. Y. 


for used classics, 
bibles. 


PRICE bg apcueands of bargains. 
c each 
: 2037, Gi re 3 
For Complete List of Books re ee 
write 


YOUTH HUNGERING FOR BOOKS 


Nonprivileged youth in these mountain fastnesses call 
histories, geographies, dictionaries, 
Remember our dire needs. 
School, Langston, Alabama. 


prove human heredity. Send 20c to Dr. Elmer 
Pendell, 403 N. Main Street, Athens, Pa. 


which trained nurses are taking in the betterment 
of the world. Put it in your library. $3.00 a year. 
50 West 50 Street, New York, N. Y. 


Mountainview 


been made to industrial and labor groups and have elicited interest 
—in some instances, very keen interest. Tentative legal opinion 
affirms such a plan as valid under Michigan law. The September 
meeting, as I said at the start, reaffirmed the principles and pro- 
gram to which our studies led us, continued the Committee on 
Medical Economics, and set the Michigan State Medical Society 
on record as ready for service as need arises. 

The principles promulgated by the American Medical Associa- 
tion last June (see page 582) should serve to consolidate the medical 
profession in the interests of constructive action. In the light of our 
American situation in 1934, there is special significance in the 
statement submitted to the Committee’s study of health insurance 
in England by Dr. Alfred Cox, secretary-emeritus of the British 
Medical Association: 


With reference to the policy of the medical profession towards 
health insurance, it was emphasized that the profession should -be- 
first in the field with plans and program, It was further emphasized 
that there is grave danger in waiting for action to be taken by the 


“If the doctors don’t know what is neces- 
fo >)) 


public or the politicians. 
sary in medical care, who does? 

If the profession had been first in the field with a plan, there 
would have been saved much bitter feeling within the profession 
as well as loss of public prestige. 


American medicine is seeking to formulate and apply a sound, 
safe, dependable program that will safeguard the American public 
and at the same time maintain a high standard of medical service 
and a continuation of the scientific investigations and developments 
that have characterized our profession these past fifty years. By 
choice we seek to lead. 

There is one thing that is stronger than armies: an idea whose 
time has come. The time has come for the idea of the need for some 
new way to provide adequate medical care for the lower-income 
groups. American medicine will successfully resist the advances of 
those who lead in other sociological fields and who now seek to 
shape and: influence medical practice. American medicine will 
assume leadership and will become the protagonist of this new era. 
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Birmingham, Alabama, Training Program. Especially — 
designed for leading staff discussions, evening seminars ~ 


tains Suggestive Outline for First Investigation — ~ 


Case Work Problems — Visitor's Techniques in — 
Price 50 cents per volume, the two for $1.00. — 


Sent C.O.D. or postpaid on receipt of remittance. ~ 


OF MENTAL HYGIENE ~ 
TO EDUCATION describes and interprets group — 
therapy at the Illinois School for Feebleminded q 


eva L. Boyd 3 


HEREDITY CORPORATIONS discusses a pro- 
posed modification of environment designed to im- — 


The American Journal of Nursing shows the part © 


Tht suchen beh yibsthlbchin deasietebice ile dapat isSaephayh ore > 
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HY WE OFFER TO GIVE YOU A FREE 
COPY OF “ISRAFEL” FOR YOUR LIBRARY 


— CONTINUED FROM BACK COVER 


Poe’s mother. 
She was an ac- 
tress, and died 
in Richmond 
when she was 
24 years old, 
leaving her son 
an infant or- 
phan. 


A Word About 
“TISRAFEL’”’ 


No one who has read 
Anthony Adverse needs to 
be told how readable I[sra- 
fel is. When it originally 
came out, it was generally 
acclaimed by critics as a 
book that at last did 
complete justice to the 
haunting mystery of Poe. 
Without doubt it is the 
best Life of this strange 
genius. Unfortunately, 
most booklovers of mod- 
erate income have always 
been deterred by the high 
price of the two volumes 
— ten dollars — from add- 
ing it to their libraries. 
Hervey Allen has now re- 
vised the work, new 
plates have been made, 
and it is being reissued in 
a single fine library edi- 
tion, about the size of 
Anthony Adverse. 


RUMFORD PRESS 
CONCORD.N.H. 


aside in your name. In the meantime, a booklet 
will at once be sent to you outlining in detail 
how the Club operates and the many things 
(aside from the valuable book-dividends its 
members earn) it is doing for the book-readers 
of the country. 

Study this at your leisure; have the members of your family do 
likewise; you may be surprised, for instance, to learn that belonging 
to the Club does not mean you have to pay any fixed sum each year; 
nor, as many people imagine, that you are obliged to take one book 
every month (you may take as few as four a year); nor even that you 
are obliged in any month to take the specific book-of-the-month 
selected by the judges. You have complete freedom of choice at all 
times, and yet, by an ingenious system, yox are completely insured 
against missing those particular important new books that you are 
very anxious to read at once, or to have in your library for more 
leisurely reading, but which, at present, time and again you simply 
neglect to get. Moreover, you are kept completely informed at all 
times by a monthly system of reports, and without a cent of expense, 
about all the important new books. 

After reading this booklet we send you, if you decide to join the 
Club, the free copy of Israfel being held in your name will at once 
be shipped to you. 

That it is well worth your while, as a book-reader and book-buyer, 
at least to look into this matter will perhaps be indicated by this one 
remarkable fact: close to 100,000 families — the intellectual] elite of 
the country — now get most of their books through the Book-of- 
the-Month Club; and of these tens of thousands of people not a single 
one was induced to join by a salesman; every one of them joined upon 
his own initiative, upon the recommendation of friends who were 
members, or after simply reading — as we ask you to do — the bare 
facts about the many ways in which membership in the Club benefits 
you as a book-reader and book-buyer. 


Hervey Allen 


MAIL THIS CARD —NO STAMP NEEDED 


Uf 


one 0 


the great biographies of our time,b 
the author of Anthony-Adverse” 


“So diverse, so conflicting, and so astoundingly confusing was the life 
experience of Edgar Allan Poe that, in comparison, the lives of many other 
men of letters are a simple tale... . The story of the man as a human adven- 
ture must, by force of its inherent, dramatic, genuinely romantic and 
strange psychological values, be found intriguing to the last degree.” 


HERVEY ALLEN, in the first preface to ISRAFEL 


| vee explanation of this unusual opportunity to book-) 
lovers is that close to 50,000 copies of this book are ] 
at present being distributed, as a book-dividend, among | 
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